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In Paranaque, a small village 6 kilometers south of Manila, com- 
posed of six barrios, all of which border the eastern coast of Manila 
Bay, with the exception of the barrio of Ibays, which is on the eastern 
side of the Parafiaque estero, yaws has been known to exist for a 
long time. Any one interested in the disease is sure to find cases in 
this village. It is endemic in the poorer class, and before the advent 
of modern treatment, parents practiced vaccination on their children so 
as to prevent severe infections. Of the six barrios, San Dionisio is 
the most heavily infected, 134 patients from this locality being treated 
by us out of 275 treated altogether ; or, 48.72 per cent. of the patients 
came from this locality. 


PREVALENCE AND TRANSMISSION OF THE DISEASE 


The figures given herewith convey a false impression as to the 
prevalence of the disease, as we treated only patients in the infectious 
stage; those with latent and tertiary lesions, with the exception of a 
few, were refused treatment. The sanitary commission,’ headed by 
Dr. Bantug, in 1915, reports, however, that the prevailing disease 
IS yaws. 

The disease prevails among the poor. Among our cases, only two 
families of the better class were infected. The disease is transmitted by 
direct contact ; of 258 cases in which the mode of infection was recorded, 
in 132 the disease was contracted from relatives and playmates. A 
close personal contact, therefore, seems necessary. Many of the 


*Part of the material used in this article is taken from the records of 
patients treated at Parafaque in connection with the campaign for the exter- 
mination of the disease in that locality by the Philippine Health Service. 
Material from unreported cases at the Philippine General Hospital was also 
used, permission having been granted by the director of the Philippine Health 
Service. 

1. Report of the Sanitary Commission of Parafiaque, Rizal, privately pub- 
lished by the Philippine Health Service 13, 1915. 
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patients coming to the clinic were infected with scabies and not a few 
of the mothers insisted that the infection started from one of these 
lesions. 

Whether the fact that this village is located along the seashore has 
anything to do with the prevalence of the disease in this locality will 


\ 


Fig. 1.—Frambesiform type of primary yaws. Note also papular and 
frambesiform eruption. 


have to be investigated further. It is my impression that inhabitants 
of towns bordering on salt water, or towns reached by the ebb of the 
tide, harbor the disease; while inhabitants of interior towns are free 
from it, except such persons as are infected by contact with inhabitants 
of these seacoast towns. This has also been the observation of 
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Fig. 2 (Case 53).—Frambesiform primary lesions of three weeks’ duration, 
with no secondary lesions, in a patient 9 years of age. 


Fig. 3 (Case 59).—Primary lesions of three years’ duration, in a girl of 
10 years. 
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McCarthy * in the Chindwin District, Upper Burma; but he attributes 
it to the accessibility of these towns rather than to an inherent factor. 


INCIDENCE OF SEX AND AGE 


Males seem to be slightly more predisposed to the disease than 
females, probably owing to the fact that the former play rougher games 
than the latter. Of 271 cases in which the sex was recorded, 144 
patients were males and 127 were females. 

In the majority of the cases, in the infectious stage, the patients 
were children. Thus, of the 257 cases in which the age was recorded, 
226 occurred in children and adolescents, or 87.93 per cent. If the 
census of those persons suffering from the disease in the tertiary stage 
were taken, the reverse would probably be found. 


Fig. 4 (Case 66).—Lesions in a boy, aged 8 years, in whom the mother-yaw 
had persisted for three months. The secondary lesions appeared two weeks 
after the primary lesions. 


TABLE 1.—Ace INCIDENCE OF THE DISEASE 


Ages No. of Cases 
12 months 9 

11 to 15 years 


* Of the 275 patients treated, in four the age was not recorded; and of the forty-five 
adults, fourteen were in the tertiary noninfectious stage. 


From Table 1, it will be seen that the incidence increases in direct 
proportion to the age, up to between the age of 6 and 10 years; how- 
ever, the number of cases occurring between the ages of 25 months and 


2. McCarthy, P. A.: Indian M. Gaz. 41:53, 1906. 
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5 years is already considerable, as is the number occurring between 
the ages of 11 and 15 years; so the infection occurs before the victims 
reach adult age. 

Forty-five adults were treated, but of these, only thirty-one pre- 
sented lesions in the infectious stage; the other fourteen showed lesions 
in the tertiary stage. These were treated only that these lesions may 
pe studied. They are not included in our table of age incidence. 


THE COURSE OF THE DISEASE 


The disease has been arbitrarily divided into three stages: the 
primary, the secondary and the tertiary. Up to the present time, 
Harper * is the only one who has reported a presumptive quaternary 
stage of the disease. He does not give confirmatory evidence, such as 
undoubted yaws infection or absence of syphilis. 


Fig. 5.—Frambesiform eruption. Note the verrucous appearance of the sur- 
face of the frambesiform lesion. 


THE PRIMARY LESION 


The incubation period lasts from two to four weeks, at the end of 
which time the primary lesion appears. The primary lesions may 
develop on any ulceration or abrasion of the skin. These are usually 
extragenital and on exposed surfaces. The lesion is manifested, accord- 
ing to Castellani,t as a papule, which becomes moist after one week 
and is then covered by a yellow secretion. This secretion dries up, 
forming a crust. If the crust is now removed, an ulcer will be found 


3. Harper, P.: Lancet 2:678 (Oct. 14) 1916. 
4. Castellani and Chalmers: A Manual of Tropical Medicine, Ed. 3. New 
York, William Wood & Co., p. 1535. 
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with granulating fundus and clean cut edges. This lesion is often 
painful, and through secondary infections with pyogenic organisms, the 
neighboring glands may be enlarged and painful. The different types 
of primary lesions have been observed by us. The frambesiform type 


Fig. 6 (Case 66).—Same patient as in Figure 4. Note size of lesions and 
verrucous appearance of the surface. 


is illustrated in Figure 1. The ulcers, after the scab is taken off, may 
be seen in Figures 2 and 3. 

The primary lesion may heal before the secondary eruptions appear ; 
but as a rule it is still present when the latter are observed. On the 
other hand, the primary sore may last for several months. 
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The primary lesion was observed to be still present in the majority 
of our cases when the secondary eruptions made their appearance. 
The time of healing of the primary lesions varied from one month to 
one year and a half. In the majority of these cases, however, the 
primary lesion healed in one year. In one case in which the primary 


Fig. 7 (Case 102).—Frambesiform primary lesion of eight months’ duration; 
secondary lesions of four months’ duration. Moist papules about the genitals. 


Fig. 8 (Case 54).—Palmar secondary lesions of three months’ duration; 
primary of five months’ duration. The macular eruption appeared three months 
after the primary lesions. There were numerous lesions on the face, forearms 
and trunk. Some may be seen on the wrist. 


lesion was still present, it was noted six years after the development 
of the infection, at the time we gave the patient treatment. 

There were six primary lesions in which all signs of the secondary 
lesions had entirely disappeared, and yet the primary lesions were still 
active. The disease in these cases was then of from two to six vears’ 
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duration. In these cases, the lesions did not heal readily when treated 
with neo-arsphenamin; that is, they required more than one injection 
of the drug before healing. 


THE SECONDARY LESIONS 


As has been mentioned, the prime object of the campaign was to 
eradicate the focus of infection. There was, therefore, not sufficient 


Fig. 9.—Plantar secondary lesions. 


time to inquire minutely into the histories of the cases ; moreover, even 
had we the time to do so, it would have been futile to try to determine 
just when the secondary eruptions first appeared in the class of patients 
we dealt with in the clinic. In many cases, the secondary eruptions 
had been present for some time. The patients could not recall when 
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they first appeared. In the cases in which this information could be 
obtained the usual time for their appearance was observed; that is, 
from one month to three months after the primary sore was first 
observed. The secondary eruptions are preceded by symptoms of 
general invasion of the system. These symptoms are malaise, fever, and 
pain in the muscles, joints and bones. 

According to the generally accepted view, the secondary eruptions 
are of two forms—the papules and the nodules. Either of these may 
appear independent of the other. When, however, they occur together, 
the papules usually precede the nodules. Our observations, however, 
lead us to believe that there are more than these two types of eruptions 
found in the secondary stage of the disease. 


Fig. 10 (Case 126).—Frambesiform plantar and palmar lesions. There were 
also primary lesions of the right breast, secondary macular and a few fram- 
besiform lesions. 


THE NODULAR OR FRAMBESIFORM LESIONS 


The frambesiform eruption is the most commonly observed in the 
secondary stage of the disease. As may be seen from Table 2, it was 
observed 159 times in 196 cases studied, or in 81.12 per cent. This type 
of eruption is so well known and has been so well described that little 
can be added (Figs. 4, 5 and 6). It may develop from the papular 
eruption (Fig. 1), or may appear as such from the beginning. When 
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fully developed, the lesions vary in size from that of a pea to that of 
a quarter or larger (Fig. 6). They are raised from the surface of the 
skin. The surface of the lesions is studded with verrucous-like projec- 
tions and is covered with an iodoform-like scab. If the scab is taken 
off, the surface is red and raw, and in some places minute bleeding 
points may be seen. These lesions may appear anywhere on the body. 
They are, however, less common on the head. They may remain the 
same size for months, after which the secretion dries up and the lesions 
finally disappear, in from three months to a year. We have seen these 


Fig. 11.—Photomicrograph of frambesiform lesions; & 110. Part of crust 
has been taken off: 1, hyperkeratosis and parakeratosis; 2, miliary alscess; 
3, separation of nuclei from protoplasm; 4, degeneration of epithelial cells; 
5, acanthosis; 6, infiltration with leukocytes and plasma cells; 7, edema and 
infiltration of corium. 


lesions appear in crops, each crop healing in the time indicated; but 
they may be succeeded by another; and in this way two, three or four 
crops may appear before the lesions finally disappear. In one of our 
cases, these frambesiform lesions appeared and disappeared up to the 
time of treatment, twenty years after the appearance of the primary 
lesion ; and these secondary lesions were accompanied by tertiary mani- 
festations of the palms and soles. The secondary eruptions were found 
on the forearm and leg, having appeared one month and three months 
previously. 
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MOIST PAPULES 
When the frambesiform eruptions are located on moist surfaces, 
such as that of the genitals, anus or axillae, or under the mammae, the 
yellow scab is taken off through maceration and rubbing of the opposed 
surfaces. The lesions then assume the character of a moist papule, 
which is not unlike the syphilitic moist papule (Fig. 7). As may be 
seen from Table 2, this type of lesion is not so uncommon. 


PALMAR AND PLANTAR LESIONS 


Palmar and plantar secondary lesions were observed thirteen times 
in 196 cases, or in 6.63 per cent. As illustrated in Figures 8, 9 and 10, 
they are not unlike palmar and plantar syphilis. A curious manner, 
but probably only one way, in which they are produced is illustrated 
in Figure 10. 


TABLE 2.—CHARACTER OF SECONDARY ERUPTIONS 


No. of Cases Percentages 

Frambesiform papular macular...................... 6 3.06 
Lesions found with other secondary eruptions 

Palmar plantar 11 6.63 


* In seventy-nine cases, we have not been able to study the lesion for lack of time. 


HISTCPATHOLOGY OF FRAMBESIFORM LESIONS 


The histopathology of the frambesiform type of secondary lesions 
has been described by Unna,® MacLeod,® Jeanselme* and Phlen ® and 
more recently by Schuffner,® Marshall,’® Seibert,1! Ashburn and Craig,’ 
White and Tyzzer '* and lately by Schamberg and Klauder."* 


5. Unna: The Histopathology of the Diseases of the Skin, New York, 
Macmillan & Co., p. 504. 

6. MacLeod: Brit. M. J., 1902. 

7. Jeanselme: Dermatologie Exotique, 1903. 

8. Phlen: Mense’s Handbuch der Tropenkrankheiten. 

9. Schuffner: Miinchen. med. Wehnschr. 54:1364, 1907. 

10. Marshall: Philippine J. Sc. 2:107, Sec. B. 

11. Seibert: Arch. f. Schiffs- u. Tropen-Hyg., 1908. 

12. Ashburn and Craig: Philippine J. Sc., 1908, Sec. B. 

13. White and Tyzzer: J. Cutan. Dis. 29:138, 1915. 

14. Schamberg, J. F., and Klauder, J. V.: Study of a Case of Yaws Con- 
— by an American Soldier in France, Arch. Dermat. & Syph. 3:49 (Jan.) 
921. 
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In brief, the histologic findings are: 1. A thick crust composed of 
necrotic material, leukocytes and bacteria. There is also hyperkeratosis 
and parakeratosis. 2. A marked proliferation of the rete, especially of 
the pegs, which dip down into the papillary layer. The suprapapillary 
rete is also increased in thickness. 3. Swelling and vacuolation of the 


Fig. 12.—Papular type of eruptions. 


epithelial cells. The nuclei in places are separated from the protoplasm 
by clear spaces. In places, these epithelial cells are changed; they 
do not take the stain well. 4. Infiltration of the intercellular spaces, 
in places, with leukocytes, chiefly of the polymorphonuclear type. 
Sharply circumscribed areas in the epidermis contain these leukocytes 
and detritus—the miliary abscesses. 5. A marked edema of the corium 
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in the papillary and subpapillary layer. 6. An infiltration of the 
polymorphonuclear leukocytes and a few plasma cells. This infiltration 
is limited to an area below the rete pegs. In older nodules, the 
infiltration is made up chiefly of plasma cells. 7. No perivascular cell 
infiltration nor endothelial proliferation. There are no giant cells. 


Fig. 13—Macular eruptions of yaws. Note white patches, follicular heap- 
ing of scales and coalescence of lesions. 


PAPULAR LESIONS 


The papular form of secondary lesions occurs oftener than the 
macular, as is indicated in Table 2. This type of eruption is a flat 
papule, varying in size from that of a pinhead to that of a small pea. 
The apex is red when first formed, but later it is covered with the 
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typical iodoform-yellow scab (Figs. 1 and 12). The lesions are dis- 
crete; they may remain the same size for weeks, and finally disappear 
or later develop into the typical frambesiform eruptions, as shown in 
Figures 1 and 12. As may be seen from Table 2, they are not so 
rare. (Occurring as primary lesions, without the intermixture of other 
secondary lesions, they are found in 1.54 per cent. of the cases. ; but 
when found together with other lesions, as is usually the case, they occur 
in 12.25 per cent. of the cases. 


THE MACULAR ERUPTIONS 


Those who have studied the disease do not always accede the 
occurrence of this type of eruption. A few believe that it occurs before 
any other type of eruption, while others are of the opinion that it 


Fig. 14 (Case 94).—Primary lesion of more than three months’ duration; 
healed after two months, when the patient was given an injection of neo- 
arsphenamin. Frambetic secondary lesions appeared three weeks after the 
appearance of the mother-yaw; healed after injection. The present eruption 
was macular, of two weeks’ duration. There was follicular heaping of scales, 
giving the appearance of pinpoint papular eruptions. 


follows the disappearance of papular lesions. Castellani * merely states 
that other lesions besides the frambesial granulomatous lesions appear. 
Again, he says that when the papular eruptions disappear they occasion- 
ally leave some furfuraceous patches. Nichols, quoted by Rat,’* denies 
the existence of this type of lesion. Maxwell '* describes a scaly erup- 
tion in yaws “not unlike pityriasis versicolor” as one of the precursive 
eruptions. He is of the opinion that there is undoubtedly a “papulo- 
squamous eruption which sometimes persists long after the disappear- 
ance of the general eruption, especially about the elbows and knees 


15. Rat, N.: J. Trop. M. 5:209, 1902. 
16. Maxwell: J. Trop. M. 8:82, 1905. 
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where they simulate psoriasis.” Bowerbank, also quoted by Rat,'° 
says that “These patches or blotches are of a brownish or dark red 
efflorescence... From these patches small, pimple-like bodies, 
of a dark color, arise and project above the cuticle.” Schuffner * 


Fig. 15——Photomicrograph of macular lesion; 110. 


Fig. 16 (Case 102).—Ichthyosis shins; same case as in Figure 7. 


describes macular lesions surrounded by minute papules, often becoming 


vesicular. 
In our experience, these macular eruptions are not preceded by 
other secondary eruptions, nor are they always precursive to other 
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frambesial eruptions; but they are a primary and distinct type of 
secondary eruption, similar to the macular eruptions of the secondary 
stage of syphilis (Fig. 13). They are discrete, macular, lighter in 
color than the surrounding skin, and vary in size from that of the head 


Fig. 17 (Case 209).—Primary lesions of two years’ duration, still present; 
secondary lesions of two months’ duration, still active; bone lesions of one 
year’s duration. 


of a match to that of a lima bean or larger. They are covered by 
fine furfuraceous white scales. These scales are easily detached and 
when a case is seen in the clinic only a few of the lesions are present on 
the surface. Around the follicles, however, they are closely packed, 
giving the appearance of a follicular lesion (Fig. 14). Two or more 
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of these lesions may coalesce, forming bigger patches, as shown in 
Figure 13. These lesions remain for weeks as such, finally disappearing 
and leaving a white patch of skin. In other lesions, papular or frambesi- 
form lesions eventually develop on the surface. This is not common, 
however; and, in our opinion, the lesions that grow on the surface 
develop accidentally on these macular patches. With reference to the 


Fig. 18 (Case 76).—Primary lesions of three years’ duration, healed in three 
months ; secondary lesions, healed in four months; tertiary lesions about elbows, 
external malleolus and back. 


time of their appearance, we have not observed any definite time, though 
most of them appear before other eruptions; still in not a few they 
come out after the frambesiform secondary eruptions have disappeared, 
or after insufficient treatment of the disease with arsphenamin. 

This type of lesion must not be confused with another macular 
eruption sometimes observed in the later stages of the disease. This 
lesion is really papular. The papules are bright red, pinhead in size 
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and discrete, and form circular patches. The eruption advances 
peripherally, leaving the center clear but covered with fine furfuraceous 
white scales. These are probably tertiary lesions. I have observed 
them in only two private cases, appearing in both later than the usual 
appearance of the secondary eruptions. 

As may be seen from Table 2, these macular secondary lesions 
are not rare, nor are they commonly observed. Inexperienced observers 
might easily mistake them fer some form of fungus infection, which 
abounds in this climate. 

Another patient was seen (Case 165), who presented an ery- 
thematous, macular eruption of the body. The patient had a typical 
primary eruption of the frambesiform type soon followed by the 
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Fig. 19 (Case 116).—Primary lesions of three years’ duration; tertiary lesions 
of five months’ duration; on right hand, external aspect; flexor aspect of wrist; 
bend of elbows. Nodular type, from split-pea to lima bean size, covered with 
yellowish-brown scab. 


erythematous eruption, rose-red, without any induration. The erup- 
tions simulated those of macular syphilids, so that we were, for a time, 
in doubt as to the true nature of the case. The eruption, however, 
did not develop into the indurated copper colored papules of syphilis, 
and some of the lesions began to fade in two weeks, while the patient 
was under observation. 


HISTOPATHOLOGY OF MACULAR LESIONS 


The histologic description of the lesions is not dissimilar to that 
of frambesiform lesions (Fig. 15). 1. There is hyperkeratosis and 
parakeratosis. Around the hair follicles and in the opening of the 
sweat pores, the horny cells are heaped. 2. There is proliferation of 
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the rete to about three times its normal depth. The pegs a!so proliferate 
in the same proportion. In places, the basal cells seem to be dis- 
integrated, the protoplasm and nuclei are wanting. 3. The leuko- 
cytic infiltration in the epithelium is scanty and is scarcely discoverable 
in places. There are no miliary abscesses. 4. Some of the epithelial 
cells are edematous, and the nuclei of some are separated from the 
protoplasm by a clear space. 5. There is an infiltration of polymorpho- 
nuclear and small lymphocytes just below the pegs. 6. There is a 
marked edema of the papillary layer of the corium. 

Closely related to this type of eruption is an eruption which we 
have termed, for want of a better name, ichthyosis-like shins. This is 
a diffuse mild keratosis not dissimilar to the skin found in persons 


Fig. 20 (Case 217).—Keratosis of eight years’ duration in a patient aged 
25 years. The primary lesions appeared at the age of 10. Note the peculiar 
pitting. 
s 
suffering from xerodermia. The whole anterior portion of the tibia 


is affected, being covered with firm branny scales, white or grayish 
white (Fig. 16). The scales are more adherent than the scales found 
in the preceding type of eruption. Scattered over the surface at times 
are small papules. This type of eruption is not common, being found 
only three times in 196 cases, or in 1.53 per cent. of cases. It may 
be found in association with the macular, papular or nodular eruptions. 
We have observed it only in children. 

The disease may end with the disappearance of the secondary 
eruptions. In some cases, however, the disease continues, and tertiary 
eruptions may be manifested soon after the secondary eruptions have 
dried; or the tertiary lesions may appear years after the disease is 
thought to have been cured. This is especially the case in keratosis of 
the palms and soles. 
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THE TERTIARY LESIONS 


It was soon observed in our cases that the intermingling of sec- 
ondary and tertiary lesions was frequent, the bone lesions often appear- 
ing with the secondary eruptions. In a few, the primary lesion was 
still present when the tertiary lesions made their appearance ; thus there 
were present primary, secondary and tertiary lesions. 


TABLE 3.—Tue Retation BetweeEN THE APPEARANCE OF THE Primary, 
SECONDARY AND TERTIARY LESIONS 


No. of Cases Percentages 

Combined Lesions: 

Primary, secondary, tertiary... 14 6.11 


In one of our cases (Case 47), the soft palate, which had been 
paining the child for one week, was red and arched. This case, if 
the patient is left untreated, may form one of the type called rhino- 
pharyngitis mutilans by Leys.’ 

The distribution of the tertiary lesions is presented in Table 4. 

The tertiary lesions described in the literature are bone lesions, 
gummas and plantar lesions or foot yaws."* 


THE BONE LESIONS 


The bone lesions are chronic periostitis or nodules under the peri- 
osteum, altering the size and shape of the bone in diverse forms, but 


TABLE 4.—Distrisution or Primary LEsIons * 


No. of Cases Percentages 


* This table presents only the cases treated by us, the number of which is far below the 
actual number in Paranaque. 


usually increasing the diameter. Long bones seem to be more prone 
to develop the lesions. Thus, the tarsals, metatarsals, radius, ulna, 
tibia and fibula are often affected ; while other bones are not immune to 
attack. The lesions are painful, disabling and incapacitating. An 
example of this type of lesion is shown in Figure 17. 


17. Leys: J. Trop. M. 9:47, 1906. 
18. Howard: J. Trop. M. 18:25, 1915. 
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GUMMAS 


The gummas simulate gummatous formation due to syphilis and 
may be difficult to differentiate from the latter (Figs. 18 and 19). 
They are indolent ulcers, covered with yellowish-brown scabs, and 
involving the subcutaneous tissue. The edges are clear cut; if the 
scab is taken off, the fundus will be found granulating. Both of these 
cases yielded to a single injection of neo-arsphenamin. 


KERATOSIS 


This is the commonest tertiary lesion found in yaws, and yet it is 
the least known. It is sometimes called clavus; by Castellani‘ it is 
called “peculiar pitted appearance of the hands,” by Howard '* 
“foot yaws.” There is no question that this lesion follows yaws and 
that it is a tertiary manifestation of the disease. It may, however, 
appear during the latter phase of the secondary eruptions, as observed 
by Castellani. On the other hand, it may appear years after all signs 


Fig. 21 (Case 213).—Keratosis of ten years’ duration in a patient aged 45, 
who had yaws when about 12 years of age. The palms and soles are affected. 


of the disease have disappeared, so that the patients have forgotten 
or do not see the relation between it and the yaws they had in child- 
hood. In some of our cases, a history of yaws occurring during 
childhood was obtained, and this type of lesion did not appear until 
from ten to twenty years after the infection.** Examples of this type 
of lesion are shown in Figures 20 and 21. As may be seen from 
Table 4, these types of lesion are common, but because our object was 
to treat only the infectious cases, many of those suffering from 
keratosis were refused treatment. 


TREATMENT 


Soon after Ehrlich announced his discovery of arsphenamin for the 
treatment of syphilis and sent the drug to different parts of the globe, 


19. A paper devoted to the manifestation and treatment of this particular 
form of tertiary eruption is under preparation. 
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Strong,?® working in the Philippines, reported four cases of yaws 
successfully treated with the drug. At the same time, Nichols 21 also 
reported cures by the same drug in experimental animals. Ehrlich’s 
ambition, “therapia sterilisans magna,” applies more to yaws than to 
syphilis. The disease yields readily to the drug and secondary lesions 
require much less of the drug and heal in less time than do syphilitic 


eruptions. 


DOSAGE 

We employed a dosage somewhat larger than that employed in 
syphilis. To adults we gave as much as 0.6 gm. of neo-arsphenamin 
and for children we used an even proportionally higher dosage. We 
employed neo-arsphenamin exclusively, as it is easier to handle in the 
field than arsphenamin. The usual precautions observed prior to the 
administration of the drug in syphilis were carried out, and we have 
not observed any serious reactions. There were no Herxheimer nor 


nitritoid reactions. 


ON TILE LESIONS 


OF THE DRUG 


EFFECT 
The efficacy of the drug in treatment of the lesions may be seen 
in Table 5. 


TREATMENT 


TABLE 5.—Errect oF 
No. of Cases Percentages 


One duplication. 


With the exception of eighty-six cases, a single injection was given 
in these cases. Of the eighty-six cases in which two injections were 
made, in about twenty-five the injection was repeated because the blood 
reactions were being studied. Three months after, the eighty-six 
patients were again seen, and it was found that three patients had not 
improved, while two were improved. 

Table 5 does not take into account the type of lesions treated. We 
observed early in the course of the treatment that ulcers and primary 
lesions did not improve as was expected ; while tertiary lesions required 
more than a single injection. Irrespective of the type of lesions or the 
stage of the disease, there was a clinical cure in 94.52 per cent. of 
the cases. This observation was made one and a half months after 
the last injection and three months. after the first injections. In 
Table 3, the different types of lesions encountered are shown. The 


20. Strong: Philippine J. Sc. 5:433, Sec. B. 
21. Nichols: J. Exper. M. 12:161; Preliminary Note on the Action of 
Ehrlich’s Substance 606 on Spirochaeta Pertenuis in Animals, J. A. M. A. 55: 
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lesions that did not improve with the drug were tertiary, with the 
exception of two early secondary lesions, in one of which the dose was 
too small. These cases have not been controlled by blood reactions, 
with the exception of about twenty-five cases. The serum reactions 
in these twenty-five cases have been studied by Drs. Sellards and Good- 
pasture, whose observations will be published in a separate article. 


SUMMARY AND CCNCLUSIONS 

1. Yaws is prevalent in the village of Parafaque, affecting the poor 
for the most part, particularly children. 

2. The disease is transmitted by direct contact. We found many 
of the children in this locality affected with scabies, and we believe 
that it is responsible for the transmission of the disease. 

3. There are three types of secondary eruptions: the frambesiform, 
the papular and the macular. The macular eruption is described 
herewith in detail. 

4. A new lesion associated with secondary eruptions is described 
as ichthyotic shins. 

5. Three tertiary lesions are described. 

6. The disease yields readily to neo-arsphenamin therapy. In 275 
matients treated, there was a clinical cure in 94.52 per cent. The observa- 
tions in these cases extended from one and a half to three months. 
The secondary eruptions yielded best to the drug, the macular forms 
best of all. The primary lesions and tertiary keratotic lesions of the 


palms and soles did not do well. 


PITYRIASIS LICHENOIDES 
CHRONICA 


LEUKODERMA 


IN 


HENRY E. MICHELSON, M.D. 
Assistant Professor in Dermatology, University of Minnesota 


MINNEAPOLIS 


Leukoderma may occur in the course of syphilis, leprosy, seborrheic 
eczema and psoriasis; a few cases have been observed in pityriasis 
lichenoides chronica. 


CASES IN THE LITERATURE 


Arndt,’ in 1910, in his classical monograph on Brocq’s disease, 
while discussing the great similarity of pityriasis lichenoides chronica 
to papulosquamous syphilids, described a case which he had observed 
in a 24-year old girl. The eruption had been present for eighteen 
months. A typical leukoderma had developed at the nape of the neck. 
Arndt remarked that, to his knowledge, this condition heretofore had 
been observed only in syphilis and psoriasis. 

Oppenheim,’ in 1913, demonstrated a case of pityriasis lichenoides 
chronica before the Vienna Dermatological Society, in which there was 
a leukoderma in the nuchal region. 

Scherber,* in 1916, presented before the Vienna Dermatological 
Society a 17-year old patient having pityriasis lichenoides chronica, 
with an associated leukoderma. 

Kren,‘ in 1917, before the same society, exhibited a case of pityriasis 
lichenoides chronica, with leukoderma, in a 32-year old woman. 

Sachs,® in 1918, reported a case of leukoderma, occurring in the 
course of pityriasis lichenoides chronica, which he had observed in an 
8-year old boy, who had shown a characteristic salmon-red macular 
and lichenoid papular eruption which had been present on the trunk and 
extremities. A marked leukoderma had been present on the neck. The 
Wassermann reaction was negative. The mucous membranes did not 


1. Arndt, G.: Ueber Brocqsche Krankheit (erythrodermie pityriasique en 
plaques disseminées) nebst einigen Bemerkungen zur Frage der Parapsoriasis, 
Arch. f. Dermat. u. Syph. 100:89, 1910. 

2. Oppenheim, M., quoted by Sachs: Wien. med. Wehnschr., 1920, No. 
30-31, p. 1376. 

3. Scherber: Fall von Pityriasis Lichenoides Chronica, Meeting Vienna 
Dermat. Soc., Dec. 14, 1916; Arch. f. Dermat. u. Syph. 125: 30, 1917. 

4. Kren, Otto: Schafferin mit Pityriasis Lichenoides Chronica, Meeting 
Vienna Dermat. Soc., May 24, 1917; Arch. f. Dermat. u. Syph. 125:173, 1917. 

5. Sachs, Otto: Zur Pathologie und Therapie der Pityriasis Lichenoides 
Chronica, Wien. med. Wchnschr., 1920, No. 30-31, p. 1376. 
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Fig. 1—View of arms showing leukodermic areas enmeshed in a retiform 
papular eruption. 


— 
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show any lesions, and there had been no glandular enlargement. The 
eruption had been present only six weeks. The patient left for Holland 
before Sachs could make further observations. 

Sachs not only described the foregoing cases of leukoderma, but 
also referred to cases of pityriasis lichenoides chronica, described or 
demonstrated by Mucha, Rusch and Oppenheim, as well as a case of his 
own, in which there were papulonecrotic lesions. He warned against the 


Fig. 2.—Close view of arm. 


danger of confusing cases of pityriasis lichenoides chronica, in which 
leukoderma or papulonecrotic lesions are present, with similar syphilitic 
manifestations. 

Sato," in 1921, reported a case of leukoderma in parapsoriasis which 
he had observed in the clinic of Professor Bruno Bloch in Zurich. 
This case occurred in a 17-year old patient who had a squamous papular 
eruption which had existed for five months. The face, trunk ana 
extremities were involved. <A typical syphilis-like leukoderma was 


6. Sato, K.: Ueber Leukoderma bei Parapsoriasis, Dermat. Wehnschr. 
73:71 (Sept.) 1921. 
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present on the neck, upper part of the back and sides of the trunk. 
The usual tests and investigations for syphilis were negative. Histologic 
examinations of an excised papule revealed only the slight pathologic 
changes which are commonly observed in pityriasis lichenoides chronica. 


Fig. 3.—Leukoderma in nuchal region with biopsy scar. 


J. Strandberg,’ in 1921, presented, before a meeting of the Stock- 
holm Dermatological Society, a 7- “year old girl, who for two years 
had shown symptoms of parapsoriasis. Pigment changes, resembling 
closely syphilitic leukoderma, had gradually developed on the neck and 
shoulders. There was no evidence of syphilis in either the little girl 


7. Strandberg, J.: Case of Parapsoriasis, Meeting Stockholm Dermat. Soc., 
Nov. 17, 1920; Acta dermat. ven. 2:281, 1921. 
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or her parents. Almkvist discussed this case and admitted the close 
resemblance to a syphilitic leukoderma. He impressed the members of 
the society with the great significance of this fact. 

Almkvist,* in 1922, reported a case of leukoderma in pityriasis 
lichenoides chronica, which he had demonstrated before the Stockholm 
Dermatological Society.® 


Fig. 4.—Low power ( 150) showing distribution of infiltrate in corium in 
area of eruption. 


The patient was a 26-year old bookbinder, who had appeared before 
Professor Almkvist to be treated for syphilis. He had a generalized 


8. Almkvist, J.: Ein Fall von Leukoderma bei Pityriasis Lichenoides 
Chronica, Dermat. Wchnschr. 74: No. 9 (March) 1922. 

9. Almkvist, J.: A Case of Pityriasis Lichenoides Chronica with Pigmented 
Spots After the Papules, Meeting Stockholm Dermat. Soc., Oct. 13, 1920; Acta 
dermat. ven. 1:475 (Dec.) 1921. 
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papular eruption of four months’ standing. A lay friend had diag- 
nosed the condition as syphilis. The eruption consisted of reddish- 
brown, sharply outlined, more or less scaly papules, varying in size 
from that of the head of a match to that of a pea; scattered among 
the papules were more diffusely marginated yellowish-red scaly macules. 
The eruption was confined to the trunk. The head, neck, genitals 


Fig. 5.—Low power (X 150) showing changes in epidermis. 


and lower portions of the extremities were free from manifestations, 
nor were the mucous membranes affected. There was no history or 
scar of a chancre; nor was there general glandular enlargement. The 
blood Wassermann test, repeatedly performed, was negative. There 
Was no mention of a spinal fluid examination. Subjective symptoms 
were entirely absent. At first glance, Almkvist was inclined to agree 
with the patient’s diagnosis of his own case, that is, that it was syphilis. 
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He, however, withheld his decision until the serologic and _ histologic 
reports were completed. As stated, the Wassermann reaction was 
negative. A medium sized, apparently fresh, papule was excised. The 
findings were: A small degree of infiltration of small round cells in 
the cutis, less than is usually found in syphilis. There was a complete 
absence of plasma cells. A few polymorphonuclear leukocytes and an 
occasional mast cell were noted. The epidermis was not flattened as in 


Fig. 6.—High power (X 300) of infiltrate. 


syphilitic papules, but, on the other hand, there was a lengthening of 
the interpapillary projections, and the malpighian rete showed a degree 
of spongiosis. In certain areas, the cornified layer of the epidermis 
showed nuclei-bearing cells. There was some edema and a slight 
proliferation of the connective tissue. 

The chronic appearance and the clinical aspect, together with the 
histologic and serologic findings, led Almkvist to make a diagnosis of 
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pityriasis lichenoides chronica. Treatment with naphthol and sulphur 
ointments over a period of three months gave no favorable result. The 
patient was not seen again for two months, when he reported that he 
had been taking sun baths of long duration and that the eruption had 
gradually faded from the parts exposed. A month after he ceased 
taking sun baths, new eruptions appeared here and there, but more 
sparingly than previously. Examination at this time showed a marked 


diminution in the amount of eruption. The entire skin was tanned from 
exposure to the sun’s rays. Diffusely scattered throughout the brown 
skin of the trunk were depigmented spots of various sizes. They were 
more clearly noted on the trunk where the skin was more intensely 
tanned. Besides these white spots, eruptions precisely like those 
observed four months previously were present. Almkvist came to the 
conclusion that the leukodermic spots occupied the areas previously 
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covered with the papular eruption. He wished to excise a portion of 
a white area, but the patient refused to allow him to do so. Almkvist 
remarked that the previous cases of leukoderma in pityriasis lichenoides 
chronica were described as closely simulating the leukoderma of syphilis, 
while his case more closely resembled the leukoderma occasionally 


observed in psoriasis after chrysarobin treatment. He agreed with the 


Fig. 8—Low power (x 150) showing remnants of infiltrate leuko- 
dermic area. 


conclusions of Scherber and Kren that the leukodermic areas were the 
result of the preexisting lichenoid eruption. His observations that the 
sun’s rays brought about a regression of the eruption agreed with the 
results of Klausner, who recommended Quartz lamp therapy in 
parapsoriasis. 

In October, 1921, Professor Oppenheim brought to my attention 
a case of extensive leukoderma in pityriasis lichenoides chronica in his 
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service at the Wilhelminénspital. The patient was a woman, aged 27, 
with a profuse, scaly, macular and papular eruption which enclosed 
white areas. The mucous membranes were free from manifestations. 
There were no glandular enlargements. The blood and spinal fluid 
\Vassermann reactions were negative. The leukodermic spots were 
located on the neck and back, and were especially profuse on the lower 
extremities. The patient, when observed from a distance, presented a 
sort of a retiform appearance, such as is noted in erythema ab igne. 
She was exhibited before the Vienna Dermatological Society,’’ when 
the diagnosis of syphilis, acrodermatitis atrophicans and_ pityriasis 
lichenoides chronica were proposed and discussed. The consensus of 
opinion, however, favored the diagnosis of pityriasis lichenoides 
chronica with associated leukoderma and idiopathic atrophy of the 
skin. A biopsy was, I believe, not performed. 

In October, 1921, Professor Kren also brought to my attention a 
case in his division at the Jubilaums-Spitals of marked leukoderma 
occurring in pityriasis lichenoides chronica. The patient was a little 
girl, aged 6. She had a scaling maculopapular eruption on the face, 
trunk and arms. The leukoderma was on the neck and cheeks. This 
case was exhibited before the Vieana Dermatological Society." 


REPORT OF CASE 


History —Evelyn L., an unmarried waitress, aged 20, presented herself for 
examination on Aug. 4, 1920. Her father was living and well at 53 years of 
age. Her mother died eight years previously of unknown cause. Two brothers 
and one sister were living and well. She said that her skin condition began 
in February, 1920. She first noticed a light brown eruption on the arms at 
the elbow region and near the axillae. Gradually the entire flexor surfaces 
hecame involved, and areas of eruption appeared on the chest and median 
surfaces of the thighs, also on the nape of the neck. After the eruption had 
heen present about one month she went to a physician who took a specimen 
of her blood for a Wassermann test and reported it negative. There were no 
subjective symptoms. She did not lose weight or strength, nor did she suffer 
with headaches or general malaise. The eruption was not in solid areas, but 
made various lacelike figures. The color was at first a yellowish brown which 
gradually became much darker. At no time had she had any lesion that might 
have been diagnosed as a chancre, nor were the mucous membranes involved. 

On examination one noticed a rather diffuse brownish lichenoid papular 
eruption at the nape of the neck, over the upper midscapular region, the 
antecubital areas, and the medium surface of the thighs. The papules were 
arranged in such a manner that one received the impression of a coarsely 
meshed net closely applied to the skin. The eruption was slightly scaly, some- 


10. Oppenheim, M.: Lues recens oder Pityriasis Lichenoides Chronica mit 
Atrophica Cutis Idiopathica Progressiva, Meeting Vienna Dermat. Soc., Oct. 
2, 1921; Dermat. Wehnschr. 74:25, 1922. 

ll. Kren, Otto: Pityriasis Lichenoides Chronica, Meeting Vienna Dermat. 
Soc., Oct. 20, 1921; Dermat. Wehnschr. 74:25, 1922. 
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what resembling a marked tinea versicolor. A preliminary survey of the case 
was made, a blood Wassermann test was ordered and the patient dismissed. 
She was not seen again until February, 1922. The patient said that since the 
last observation, the eruption had gradually become more intense, but that 
white areas had developed which were especially noticeable at the back of 
the neck and at the antecubital spaces. The eruption was somewhat variable, 
at times being more profuse than at others. The fading was gradual while 
the reappearances were more sudden. There were no subjective symptoms. 
The mucous membranes and conjunctivae were entirely free, and there was no 
general adenopathy. Her general health was excellent. The scalp was free 
from manifestations. 

The Face: The sides of the cheeks, especially the pre-auricular areas, were 
covered with minute, brownish tinted, flat-topped, scaly papules which were 
barely felt by the palpating finger. The papules were arranged in irregular 
lines, were not confluent and could not be removed by gently scraping with a 
scalpel blade. This irregular arrangement encircled areas of normal skin. The 
forehead was free. 

The Neck: Here the striking feature was the leukodermic spots, which 
were numerous, varying in size from that of a dime to that of a five-cent 
piece, oval or round in contour, but with an irregular border, extending well 
up to the hairline; there was no associated alopecia, either diffuse or patchy. 
The color of the depigmented areas was lighter than that of her normal skin. 
The surface was smooth and showed normal texture. The skin between the 
areas was highly colored, of a dark brown tint, studded with minute, rather 
sharply demarcated, flat-topped, slightly scaly papules. The rest of the skin 
between the leukodermic spots appeared hyperpigmented. The picture was 
that of a pigmented network enclosing white areas in its irregularly sized 
meshes. At first inspection the aspect was that of a leukoderma syphiliticum. 

The Trunk: Similar white areas surrounded by hyperpigmented skin, bear- 
ing dark brown minute papules arranged in a netlike formation were plainly 
noted at the midsternal and anterior abdominal areas. 

The Upper Extremities: A striking leukoderma syphiliticum-like picture 
was present in both antecubital regions. The involved areas extended well up 
to the midbiceps and nearly down to the wrist. Similar lesions were present in 
the axillae. The hands were free. 

The Lower Extremities: The median thigh regions alone were involved. 
There was no variation in the type of eruption. 

The leukodermic areas were most plainly and strikingly noted at the nape 
of the neck and at the antecubital spaces. The predominating color was a 
smudgy seborrheic brown. The individual papules were about the size of the 
head of a match, slightly infiltrated, sharply demarcated and bore adherent 
scales which, when scraped off, were mere dustlike epidermic specks. There 
was no subsequent oozing of serum or pinpoint bleeding. There were no crusts 
present at any spot. Subjective symptoms were entirely lacking. There was 
no sclero-adenitis. No remnants or scars of initial lesions were detected. 

The serologic study was rather extraordinary. The first Wassermann test. 
made on August 5, was frankly negative. The tests of August 12, 19 and 23, 
were positive. Wassermann tests were repeated on October 7 and November 
21; both were negative. Five tests were made from February to April. 1922, 
all of which were frankly negative. No antisyphilitic therapy had been 
employed in the interim between the first and the second series of tests. Sachs 
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also observed a patient who showed a positive Wassermann reaction which 
became negative after a single injection of arsphenamin and which remained 
negative. His case, clinically, showed no evidence of syphilis. 

Histologic Study.— Three pieces of tissue were removed for microscopic 
study. Two of the pieces were from eruption areas, the third from the center 
of a leukodermic spot. The tissues were fixed in liquor formaldehydi and 
alcohol, imbedded in paraffin and serially sectioned and stained with hemo- 
toxylin eosin, polychrome methylene blue, Weigert’s resorcin-fuchsin and eosin. 

The striking change was the edema of the epidermis with a distinct thinning 
of the stratum granulosum. Parakeratosis was present, and in a few areas 
some scaling was noted. In other areas the rete pegs were a bit broadened and 
slightly elongated, but there was no marked acanthosis. In other areas, the epi- 
dermal outline was irregular. Islands of corium were enclosed in a formation 
which resulted from a peculiar budding arrangement of the rete pegs with an 
apparent fusing of two or more pegs at their tips. The basal layer was somewhat 
blurred and edematous and at certain spots the infiltrate of the corium pene- 
trated the epidermis. 

The subpapillary layer showed a moderate degree of infiltration which was 
rather diffuse, but the degree was not constant. In certain areas the infiltrate 
was quite dense, in others only clumps of cells were noted. The papillary 
layers were less involved with the infiltrative process. There was no marked 
increase in the capillaries or proliferative changes in those present. The lymph 
spaces were dilated. The collagen bundles were edematous. The elastic 
fibers were clearly shown by Weigert’s method. The infiltrate was composed 
almost entirely of lymphocytes. No plasma cells were noted. No changes 
were detected in the sudiferous or pilosebaceous glands or ducts. No changes 
were noted in the deeper tissues. 

Treatment and Course—The process was decidedly a chronic one. Little 
change was noted from month to month. The leukodermic areas became 
larger, and the erupticn had the tendency to be more apparent at times; also 
a superficial scaling would appear and soon disappear. One arm was treated 
with ultraviolet rays. An intense erythema was produced, and, as exfoliation 
took place, the eruption faded decidedly. Five treatments brought about almost 
a complete disappearance. Because of the positive Wassermann tests of the 
previous year, the patient was given three injections of mercuric salicylate 
followed by an intravenous injection of neo-arsphenamin, 0.6 gm. This was 
done to note the effect on the areas not treated with the mercury vapor lamp. 
No appreciable change was noted. Sachs reported that neo-arsphenamin 
brought about a distinct regression in his case, which had shown a slightly 
positive Wassermann reaction. We did not deem it advisable to subject our 
patient to prolonged antisyphilitic therapy, for the clinical diagnosis was so 
decidedly against syphilis. 

Diagnosis.—In this case one must consider leukoderma syphiliticum, psoriasis 
vulgaris, pityriasis versicolor and pityriasis lichenoides chronica. 

Vitiligo, albinisimus partialis, scars following acne vulgaris, variola and 
pediculi vestimenorum, the leukoderma following leprosy, seborrheic eczema, 
and the so-called pigmentary syphilid were considered, only to be hastily 
discarded. 

Clinical Appearance of Eruption: There were no signs or history of scle- 
rosis. The mucous membranes and glands were free from involvement. Sta- 
tionary weight and general well being were decidedly against the diagnosis 
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of syphilis, in spite of the positive Wassermann reactions which appeared during 
the period of observation, but which did not remain positive. The last five tests 
performed over a period of three months were all negative. I cannot account 
for the positive tests, but consider them of little significance. The leukodermic 
areas in our case were irregular in size and of a retiform appearance, while 
the individual leukodermic spots in syphilis are regular in outline and mostly 
of the same size; furthermore, the skin between the leukodermic areas in 
syphilis is normal, while in this case the skin surrounding the pale areas was 
covered with a minute pigmented eruption. 

The absence of typical psoriatic lesions in the usual locations, the com- 
plete freedom of the scalp, inability to produce dew drops bleeding, conclusively 
ruled out psoriasis vulgaris. 

Pityriasis versicolor can at times closely simulate a leukoderma syphiliticum. 
The yellowish brown scaling encloses areas of normal skin. Repeated examina- 
tions of the scales in our case revealed no fungi. 


COM MENT 


In conclusion, | may say that this case presents features which 
make the diagnosis of pityriasis lichenoides chronica with leukodermic 
areas quite certain. The chronic course, the character of the eruption 
and the histologic examination are positive evidences in favor of such 
a diagnosis. 

The question arises whether we are dealing with a leukoderma due 
to pigment disturbance or to an apparent leukoderma due to enmeshing 
of areas of normal skin in the retiform eruption. There is no doubt 
that the leukodermic areas enlarged during the period of observation, 
and in the tissue removed from a leukodermic area, remnants of infil- 
trate were easily shown. I, therefore, believe that the leukodermic 
areas were, at least in part, due to a previously existing eruption, 
while the irregular outline of these areas could be accounted for by 
the retiform arrangement of the eruption. 

Leukoderma has been looked on as a specific manifestation of 
syphilis, but a review of the literature shows the possibility of its 
occurring in other conditions. 


A STUDY OF RINGED HAIR*! 


LEE D. CADY, A.M., M.D. ann MILDRED TROTTER, A.B. MLS. 


ST. LOUIS 


An unusual banded appearance of the hair was described by Karsch, 
in 1846, under the name of Pili annulati.'. Such “ringed hairs” have 
proved to be of rare occurrence, and the few cases thus far reported 
have not afforded material for an entirely satisfactory account of the 
nature and genesis of the condition. Because of the apparent infre- 
quency of the anomaly and some uncertainty as to its exact nature it 
seems desirable to report briefly on some cases that have recently been 
examined. These cases have all appeared in three families, one of which 
was being studied by the writers when the second was called to their 
attention by Dr. P. W. Whiting, of the University of Iowa, who 
generously supplied samples of hair for study. Dr. Whiting will take 
up elsewhere the heredity of this interesting condition. The third 
family has been in the practice of Dr. Martin F. Engman, Washington 
University, for about twenty years. 

So far as we have been able to find, only eighteen cases are recorded 
in the literature. Since there has been no comprehensive review of 
this subject’ and no systematic microscopic study of hairs presenting this 
condition, it was thought desirable to review the literature up to date 
and to add such facts relating to the structure of ringed hairs as have 
been made out by a more detailed study than has previously been 
attempted. 

REVIEW OF LITERATURE 


The first case, described by Karsch in 1846 (quoted by Landois, 
1866), appeared in the hair of a boy 19 years old. Some of the hairs 
were half dark brown and half white, others had short alternate rings 
of dark brown and white. Karsch concluded that the portions which 
appeared dark when seen under the microscope by transmitted light 
were the normal segments. Landois,' however, showed that it was the 
light segments of the hairs that appeared dark by transmitted light, and 
vice versa. Karsch believed a white pigment to be present in the white 
segments, but according to Landois, Speiss in 1859 attributed the white- 
ness to the presence of air bubbles. 


*From the Department of Anatomy, Washington University School of 
Medicine, St. Louis. 

1. Landois, L.: Das ploetzliche Ergrauen der Haupthaare, Arch. f. path. 
Anat. u. Physiol. 35:575, 1866. 
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Wilson (1867)? noted the condition in a boy 71% years old. In 
this case it was observed to become more general during the next two 
years. The hair shafts were uniform and presented alternate brown 
(Yq inch [0.5 mm.] ) and white (4 99 inch [0.25 mm.]) segments. He 
thought the whiteness was due to the presence of globules of air which 
sometimes communicated by short irregular canals. There were also air 
globules in the medullae. 

Frazer * (1875) described some hair (about 13 inches [33.02 cm.] 
long) from an Italian woman procured from a hair dresser. Every 
hair had marked uniform alternate white and dark-brown bands (three 
brown and two white bands to an eighth of an inch [3.17 mm.]). The 
hair was moderately coarse, and in both the gross and the microscopic 
examination presented the characteristics of otherwise normal human 
hair. 

Crocker * (1893) reported the case of an 8 year old gir! whose hair 
had been natural and silky previous to the onset, two years before, of a 
condition considered to be a sequel to influenza and ophthalmia. The 
hair had a greater optical diameter opposite the light segments, which 
sometimes filled the entire diameter of the shaft, and were frequently 
four times as long as the pigmented segments. This infiltration com- 
menced in the shaft just above the hair root and extended throughout 
the entire length of the hair. The condition was more marked on the 
left side of the scalp than on the right. 

Unna*® (1894) gave the condition the name leukotrichia annularis. 
His patient was a man, 26 years old, in whom part of the hairs of the 
scalp were affected. Those hairs in which the condition was present 
were dry, fragile and gray in appearance. The segments varied in 
length from mere points to 2 or 3 mm. Microscopically the white 
segments seemed normal with the exception of an unusually large 
number of interstices. This infiltration was most marked in the 
medullas, but air-containing cavities extended irregularly toward the 
cortex. He believed that the air streaks were due to an alternate 
increasing and decreasing functional activity of the matrix of the hair 
causing alternate harder and softer segments. When the softer parts 
became dried, they developed air spaces within them causing the white 
segments in a manner similar to the production of leukonychia, as 
explained by Unna. Leukonychia was found associated in this case. 


2. Wilson, E.: On a Remarkable Alteration of Appearance and Structure 
of the Human Hair, Proc. Roy. Soc. of London 15:406, 1867. 

3. Frazer: Human Hair Presenting a Remarkable Alternate Transverse 
Dark and White Mottling, Quart. J. of Microscop. Sc. 15:100, 1875. 

4. Crocker, H. R.: Ringed Hair, Brit. J. Dermat. 5:175, 1893. 

5. Unna, P. G., in J. Orth.: Lehrbuch der Specielien Pathologischen 
Anatomie, Erganzungsband 2, Berlin, A. Hirschwald, 1894, p. 1061. 
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Frew’s case (quoted by McCall Anderson," 1894) was that of a 
girl 914 years old. The condition was of short duration and disappeared 
under treatment. 

Kiwull * (1895) reported the-case of a girl 20 years old with alopecia 
praematura universalis of three years’ duration. The hair was all gone 
except about 50 thin hairs 1 or 2 cm. long. Microscopically several 
hairs showed spindle-shaped areas which appeared dark by trans- 
mitted light and white by reflected light. He thought the white streaks 
were due to the presence of air. 

Galloway’s * cases (1896) were those of two brothers, 8 and 10 
years of age. The bands were of almost equal length, slightly less than 
1 mm. The hair had a peculiar lusterless appearance. This is the 
first report that indicates that the condition may be hereditary. 

Brayton’s ® case (1897) was noticed when the patient, a boy, was 
2 years old, and the condition had persisted for fourteen years there- 
after. The alternate light and brown segments gave the hair a “sandy” 
appearance. There were from 20 to 30 of the segments to an inch of 
hair shaft. The hair was becoming darker as the boy grew older. 
Two of the mother’s brothers had similar hair, but four brothers 
and a sister of the boy had norma! hair. 

Meachen’s ** case (1902) was that of a boy 8 years old. The white 
and the dark segments averaged 0.2 and 0.3 mm., respectively. The 
infiltration of air was said to be confined to the medulla, there bemg 
always a narrow strip of normal cortical substance exterior to the 
abnormal segments. Melanoderma, syndactylia and polydactylism had 
been present from birth. Meachen was unsuccessful in establishing 
a bacterial origin for the condition. 

Crocker’s 1! second case (1903) of ringed hair occurred in the 
mustache of a man 39 years old and was associated with trichorrhexis 
nodosa. Some hairs showed air bubbles in stellate heaps around the 
medulla at regular intervals. The dark segments were much longer 
than the light ones. This is the only case in which the condition is 
reported in hair other than that of the scalp. 

Fox’s * case (1906) was associated with almost comp!ete alopecia 
of two months’ duration in a woman 25 years of age. The few remain- 
ing hairs had a “dusty” appearance due to alternate dark (4% [0.5 mm.] 
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8. Galloway, J.: Ringed Hair, Brit. J. Dermat. 8:437, 1896. 

9. Brayton, A. W.: A Case of Ringed Hair, Ind. M. J. 16:10, 1897. 

10. Meachen, F. N.: A Case of Leucotrichia annularis, Brit. J. Dermat. 
16:86, 1902. 

11. Crocker, H. R.: Diseases of the Skin, 1903, p. 1196. 

12. Fox, C.: A Case of Ringed Hair, Brit. J. Dermat. 18:321, 1906. 


304 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


inch) and light (4%; inch [0.33 mm.]) segments. The woman sul- 
sequently had normal hair. Fox referred to another case of ringed 
hair but gave no description of it. 

Haxthausen’s '* case (1917) was that of a girl 18 years old in whom 
the condition had been present as long as she could remember. The 
segments were about 1 mm. apart and were found in all the hairs of 
the scalp. Microscopic study, after removal of the pigment with 
sodium hydroxid, showed that the white segments were due to air 
bubbles. 

Hoepke’s '* case (1921) was that of a man, 23 years o!d, in whom 
ringed hair was said to have been present since puberty. The hair 
was coarse and ringed and was said to have seasonal variations in color, 
being light blond in summer and dark blond in winter. The rings 
appeared and disappeared in much the same manner as the supposed 
pigmentary changes. When these hairs were boiled in glycerol the light 
segments disappeared. Boiling in alcohol, ether, benzol and oil appar- 
ently caused no changes. The tensile strength of these hairs averaged 
from 80 to 90 per cent. more than average hairs. These hairs when 
under tension always broke between the light segments. Attempts to 
exhaust the gas from the light segments in vacuo were unsuccessful. 


MATERIAL STUDIED 


The hair specimens available to us came from two families, the N 
family and the S family. 

The N family, disregarding persons with normal hair who have 
married into it, consists of the maternal grandmother, N,; her three 
daughters, N,,, N.. and N,,; her two sons N,, and N,,; and her three 
grandsons, N,, and N,,, children of N,,; and N,,, the child of 
N,,. Samples of hair were obtained from all members of this family 
except N,, N., and N,.. 

The S family consists of the father, S,; his son, S,, and daughter, 
S,.; and two grand-children, S,, and S,,, twin daughters of S,,. All 
members of this family contributed specimens of hair. Ten additional 
samples of hair from cousins of the S family have been subsequently 
received from Dr. Whiting. 

The K family consists of the grandmother, K,; three daughters, 
K,,, K,. and K,,; K,,, K,., and K,,, the two sons and daughter, 
respectively, of K,,; K,, and K,,, daughters of K,,; K,,, and K,,, the 
daughter and son, respectively, of K,,. 


13. Haxthausen, H.: Pili Annulati, Dermat. Ztschr. 24:298, 1917. 
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DESCRIPTION OF MATERIALS 


The following description of “ringed hairs” refers only to those 
taken from the scalp. Hairs from other parts of the body were 
examined, but showed no evidence of this condition. Before describing 
the individual cases we may summarize briefly the general char- 
acteristics common to all the specimens we have examined. 

To the unaided eye ringed hair shows alternating light and dark 
segments varying in length in different persons. The ends of the 
segments appear to be sharply defined. Other macroscopic points vary 
with the subject and will be described. 

Microscopically the hair preserves a uniform diameter throughout its 
length, tapering toward the tips no more than in normal hairs. No 
variations, real or apparent, in the diameter of the hairs at the site of 
the bands of light and dark could be made out by careful examination 
and rotation of the hair shaft. By transmitted light, the macroscopically 
light segments appear as long irregular dark splotches, while the dark 
segments of the hair appear as of more or less homogeneous structure 
with fine pigment granules normally distributed throughout the cortex. 
These macroscopically dark segments may consequently be regarded 
as essentially normal in structure. In order to avoid confusion in 
terminology those portions of the hair which appear white macro- 
scopically and by reflected light under the microscope, but dark by 
transmitted light, are referred to as the aberrant segments while those 
parts which in all lights have the appearance of ordinary hair are called 
normal, Frequently the aberrant portions in the hair appear to extend 
almost to the cuticle of the shaft. In such cases, if the hair is rotated 
from 90 to 180 degrees about its long axis, this area shows variation 
in the configuration of what at first appeared to be its boundaries. 
This shows that the aberrant areas are not symmetrical with respect to 
all diameters of the hair shaft. The ends of the dark and light seg- 
ments, though sharply defined, are not regular. The aberrant segments 
are surrounded by a layer of normal, pigment-bearing cortex varying in 
thickness as the shape and size of these segments permit. In many 
hairs the medulla is not to be made out with certainty and bears no 
definite relation to the aberrant segments, while in others it is wide and 
conspicuous throughout most of the length of the shaft. In these 
hairs the segments which are dark in transmitted light appear to be 
due to widening of the dark part representing the medulla. Where 
the medulla thus widens to form the dark segment of the hair, no 
qualitative changes can be made out. In other hairs having no medulla 
the aberrant segments occur just as regularly and definitely and bear the 
same general relations to the rest of the hair shafts as in hair in which 
the medulia is conspicuous. When the hairs are viewed by reflected 
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light the segments which were dark appear light, and the former light 
segments appear dark. 

Although hair from N, was not available for study, it is stated by 
her relatives that in early life she had the same banded type that char- 
acterizes many other members of the family, so it may be presumed 
that hers was a typical case of ringed hair. 

The hair of N,, (Plate 1, N.,) is of dark blond color. It is fine 
and soft, of normal length and thickness and, collectively, does not 
present the appearance of ringed hair. However, when examining the 
individual hairs without the aid of a glass, one can see that about one- 
fifth of the hairs have a segmented appearance in some portion of the 
shafts and about one-fifth more of the hairs are doubtfully segmented. 
The rest of the hairs would not be classed as abnormal. Microscopically, 
the segmentation does not extend throughout the entire hair shaft, but 
hairs are found that have the condition at the tips while 2 or 3 cm. 
further back the appearance is very much that of the nonsegmented 
hairs. That the segmentation is not confined to that part of the shaft 
already outside the follicle is plainly shown by a hair which had the 
condition in the basal 3 mm. of its shaft. The root of this hair showed 
segmentation with the same interval of spacing that the portion above 
the skin showed. The whiteness appears in the shaft some time after it 
is well cornified, but still within the hair follicle. Those hairs that 
to the unaided eye have a doubtfully segmented appearance show slight 
microscopic indications of segmentation. The so-called air infiltration 
appears dark by transmitted light and occurs for the most part only in 
traces, but at more or less regular intervals. 

The hair of N,., aged 49, is mostly gray. Some of the hairs appear 
more white than others and occasionally one finds a short segment whiter 
in appearance than the rest of the hair. The few pigmented hairs are 
medium brown. No macroscopic segmentation is present. The white 
segments in the gray hairs and the hairs that look especially white have 
conspicuous medullas. There is no segmentation in the cortex. 

The hair of N,., aged 33, is reddish-brown, or auburn, and is normal. 

N.,, aged 36, has dark hair with an occasional gray hair. Approxi- 
mately one-half of the hairs show macroscopic segmentation. About 
one-half of the remaining hairs show microscopic segmentation 
(Fig. 1, N.,). 

The hair of N,,, aged 25, is of normal growth and presents a rather 
peculiar light leaden appearance which on closer inspection resolves 
itself into alternate bands of gray and dark blond. All of the hairs 
have the segmentation, but occasionally one is found that is not 
uniformly segmented. Microscopically the hairs are quite typical of 
ringed hair (Plate 1, N,,, upper hair). Examination of these hairs 
within one-half hour after pulling them out of their follicles does not 


: 


CADY-TROTTER—RINGED HAIR 307 


show any difference in the position of the dark segments with reference 
to the hair bulb from that observed when the same hairs are examined 
several days later. 

No specimen is available from N,,, but his hair is said to be of 
normal growth but similar in appearance to that of N,,. 

We were unable to secure a satisfactory number of hair specimens 
from N,,, aged 19, for study. In the specimens available no macro- 
scopic evidence of segmentation is visible until the hairs are mounted 
in balsam when segments of irregular length appear lighter in color. 


Fig. 1—Photograph of back of head of Nu. 


These lighter segments (by reflected light) correspond in position to 
segments of the medullas which are dark by transmitted light. There 
is no evidence of segmentation of the cortex. 

In the S family, the hairs from the head of S,, aged 58, are iron 
gray and brown. All of the gray hairs show segmentation into alternate 
opaque and rather translucent portions of the hair shafts, while approxi- 
mately only one-half of the pigmented hairs are segmented. The 
segmentation is much more conspicuous in the gray hairs than in the 
pigmented hairs. As a whole, the segments are of uniform dimensions, 
but occasionally a hair is found that is not uniformly segmented. 
Microscopically the gray hairs are remarkably transparent (Fig. 1, S,). 
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There are slight indications of pigmentation in the cortical substance of 
these hairs. One can get a glimpse of light penetrating through the 
optically dark segments that cannot be seen in the pigmented specimens 
of ringed hair. Under a higher magnification the supposedly normal 
segments are seen to be rather diffusely sprinkled with small dark areas. 


Fig. 2—Nu, the upper part (X40) illustrates a typical hair of Ns; the 
lower part (X40) a hair of Na boiled in liquid petrolatum. Na, photograph 
(x 40) of typical ringed hair of Na. Na, upper part illustrates ringed hair, 
lower, normal hair from Nu (X 73). S:, typical ringed gray hair of S: (xX 73). 
Sa, typical ringed hair of Sa (X73). Sn, ringed hair and normal hair with 
large medulla from Ss: (X73). Ss, ringed hair and normal hair with large 
medulla from Sa (x 73). 
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\Vhere the ends of the hairs have been cut, there is no predominance of 
one type of segment cut through over the other. By reflected light the 
macroscopically white sections show up as clean-cut silvery areas. The 
same may be said of the small dark points between the white segments. 

The hair of S,,, aged 30, is rich brown in color with an occasional 
gray hair, and it is only by careful examination of the individual hairs 
over a dark background that segmentation becomes apparent in about 
one-third of the hairs. Some of the hairs show the segmentation at the 
tip and others show it near the base, while still others show it throughout 
the entire length (Fig. 1, S,,). Microscopically many of the aberrant 
segments seem to be expansions of the medulla and show only incon- 
spicuous medullary connections with each other. Smaller infiltration 
areas are no doubt an important factor in making the segmentation 
macroscopically less conspicuous in S,, than in N,, where the condition 
is typical. Many of the hairs that show marked segmentation also 
show large conspicuous medullas which extend almost uninterruptedly 
throughout the entire hair shafts. 

The hair of S.., aged 21, is of medium dark color. None of the 
hairs shows macroscopic or microscopic segmentation. 

S,, and S,., aged 13 months, have fine silky light brown hair with 
no macroscopic indications of any abnormalities. Microscopically the 
medulla is quite conspicuous, extending throughout the entire hair 
shaft as a relatively wide dark streak (by transmitted light). There 
are many interruptions of the continuity of the air-containing portions 
of the medulla which occasionally has a_ regularity that suggests 
segmentation. Portions of a hair that show unmistakable traces of 
cortical segmentation can be found (Fig. 1, S,, and S,,.). 

As this paper was being finished Dr. Whiting kindly sent us samples 
of hair from ten relatives of the S family. Of these, five showed 


unmistakably the ringed form. Two of the latter were for the most: 


part gray and resembled the hairs from S,. The other three presented 
nothing calling for special mention except that in at least one of them 
the banding became much less conspicuous after thirty minutes in thin 
balsam. This suggests the desirability of always examining hairs fresh 
or immediately after mounting. 

K,, at the age of 70, applied to Dr. Engman, about twenty vears 
ago, for treatment for a gradually increasing bald spot in the center of 
the occiput. The patient’s hair had never been abundant in growth 
and was at that time very coarse, sparse and gray. The ringed condi- 
tion was conspicuous. 

K,,, K., and K,,, daughters of K,, all have unmistakable ringed hair. 

K,,, a man of 21 when seen by Dr. Engman, was almost entirely 
bald. Such hair as did grow was very fine and fragile and showed the 
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ringed condition. Eventually he became entirely bald. The eyebrows 
were patchy. 

K,,, had a rather heavy growth of ringed hair and like his older 
brother was becoming bald on the occiput. His sister, K,,, had exceed- 
ingly tenuous, rich brown hair of normal growth. It was markedly 
ringed. 

K,, and K,,, daughters of K,,, had fine, rich brown hair. The 
ringed condition was present in both. There was no tendency toward 
falling out or breaking off of the hair. 

K,,,, the daughter of K,,, had hair of more than average length 
and normal in every respect except that it was ringed. Her brother, 
K,,, is now 30 years old, has ringed hair, but shows no other abnormal 
tendencies. 

EXPERIMENTAL DATA 


The problem of determining the physical and chemical factors which 
cause the unusual appearance of these hairs presents itself, but it is 
outside the scope of this investigation to determine whether or not the 
condition can be produced experimentally. The following laboratory 
tests were made on representative speciments of ringed hairs in order 
to better establish or to disprove previous ideas about the presence of 
air in the hair substance as the cause for the white appearance of what 
otherwise seemed to be normal hair of a different color. 

It is commonly recognized that the medulla of a hair often appears 
as a dark streak by transmitted light, due to the refraction of light by 
the walls of its air-containing spaces (MacLeod,’* 1903). When normal 
hairs are soaked in oil and then viewed by transmitted light, the 
medullas no longer show up as dark streaks because of the light trans- 
mitting power of the oil which finds its way into the air spaces. When 
ringed hairs are put into liquid petrolatum and kept at about 70 C. for 
six or seven days, the aberrant segments are represented only by the 
outlines and traces of their former configuration. When the hairs were 
boiled in liquid petrolatum or kerosene for from ten to fifteen minutes, 
they became bright reddish brown, probably due to the yellowing effect 
of the oil within them and to a slight charring of the hair. Some of 
the hairs ruptured and appeared lighter in color than others. In these 
all traces of the white segmentation were gone. The hairs that retained 
their continuity still showed traces of their former banded appearance 
which was manifested by slight nodosity where the white segments had 
previously been located. Under the microscope the ruptured hairs 
showed large bubbles throughout their cortices and the medullas had 
enlarged so that the hairs had irregular central canals which connected 


15. MacLeod, H. M. H.: Handbook of the Pathology of the Skin, London, 
Lewis, 1903, p. 213. 
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with almost every line of fracture in the cortex. Where the normal 
segments had previously been located only a smaller collection of bubbles 
remained. When pressure was exerted on the coverslip the hair was 
easily crushed leaving many fragments of hair and a line of bubbles, 
the largest of which were in positions corresponding to the former 
aberrant segment and subsequent nodosities mentioned in the foregoing. 

Those hairs that had retained their integrity no longer showed the 
segments after they had been boiled enough to cause the appearance of 
the bubbles within them. Instead of the white segments there appeared 
to be relatively large cavities which were usually of sufficient size to 
cause the outlines of the hair to bulge opposite them, thus giving a 
beaded appearance suggestive of monilothrix (Fig. 1, N,,). Sometimes 
these cavities had ruptured and were filled with clear oil which per- 
mitted their walls to show up as normally pigmented hair cortex. Those 
portions of the medulla which after slight treatment appeared to be 
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Fig. 3—A, a camera lucida sketch including the outline of an aberrant 
segment (dark by transmitted light). B, the same segment after boiling in 
kerosene for five minutes; C, the same segment after boiling in kerosene for 
ten minutes ( 135). 


patent and the small dark spots in the normal segments had likewise 
become frank cavities. These cavities had the appearance of globular 
gas bubbles. Unfortunately they could not be made to show in photo- 
graphs, but the sketches (Fig. 3) are camera lucida outline drawings 
of the changes that take place while boiling in kerosene. The particular 
aberrant segment selected was not associated with a continuous medulla. 
Fig. 3 A shows the outline of the aberrant portion before boiling in 
oil. Figures 3 B and 3 C show the same hair segment after several 
minutes in boiling oil. 

When hairs were subjected to the oxidizing action of nascent 
chlorin for forty-eight hours, they lost all their pigment and took on 
the appearance of normal, gray hair, but microscopically they presented 
an appearance suggestive of that in the untreated gray hairs of 5,. 
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The cortex was the same throughout. The medulla was clearly dis- 
cernible with regular enlargements and constrictions corresponding in 
position to the light and dark segments, and extending throughout the 
length of the hair shafts. This observation furnishes an additional 
proof that the banding of the hair is not dependent on variations in 
pigment. 

There are some indications that the gas globules in the hair are com- 
posed of carbon dioxid. If one of these hairs is immersed in a 5 per 
cent. solution of sodium hydroxid which has been thoroughly saturated 
with all the elements of air which obey the physical laws of partial 
pressures for gases in such a solution, the segmented appearance never- 
theless disappears. This would not be expected if the gas were ordinary 
air, for the solution of sodium hydroxid would only be capable of 
chemically absorbing the very small percentage of carbon dioxid found 
in the air, and not the nitrogen, oxygen, etc. Since all the gas is 
absorbed by the sodium hydroxid, it is fair to assume that it may be 
carbon dioxid. Hairs treated in this manner swell and become softened 
but when thoroughly washed and dried they return to their normal 
size and recover their usual stiffness, seeming to be no more brittle 
than before treatment. But the segmented appearance does not return. 
Normal hairs with large medullae were treated with sodium hydroxid, 
but in these the medullae did not disappear so long as the hairs remained 
intact. 

One of the segments was photographed at various stages of its 
disappearance in a 5 per cent. solution of sodium hydroxid at room 
temperature (Fig. 4). From the photographs it can be seen that the 
hair swelled to almost twice its normal size. During the course of 
such treatment the white segment is soon replaced by several globules 
which gradually grow in size until they occupy the space of practically 
the whole segment. In Fig. 4 B, taken nine and one-half minutes after 
the chemical treatment was begun, the bubbles have already begun to 
decrease in size. Finally they disappear entirely (Fig. 4 D). One 
would expect just this sort of reaction to occur if the white segments 
were caused by the aggregation of many very small interstices filled 
with carbon dioxid. Apparently as the hair substance becomes softened 
and swells by the action of the sodium hydroxid, the interstices enlarge 
and many of their very delicate walls break down letting the gas in 
them coalesce, thereby gradually forming appreciable globules. As the 
reaction proceeds there comes a time when the sodium hydroxid reaches 
what we assume to be carbon dioxid and absorbs it. This causes the 
gradual disappearance of the globules. It is possible to observe the 
formation and disappearance of the globules only under the high power 
lens, for under a low power lens the bubbles are not apparent and the 
dark segments merely appear gradually to fade away leaving the hair 
shaft homogeneous in appearance throughout. 
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Considerable difficulty was encountered when attempts were made to 
make serial transverse sections of these hairs. After many trials some 
success was attained by first putting a coating of thin pyroxylin over 
the hair and quickly following this by another coat of thick pyroxylin. 
This was hardened in chloroform for about twenty minutes and then 


Fig. 4.—A, representative white segment (by transmitted light) of a hair 
from Na (355); B, same segment after nine and one-half minutes’ treat- 
ment with 5 per cent. sodium hydroxid (x 355); C, same segment after fourteen 
minutes’ treatment with 5 per cent. sodium hydroxid ( 355); D, same segment 
atter eighteen minutes’ treatment with 5 per cent. sodium hydroxid (X 355). 
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imbedded in hard paraffin and sectioned with a rotary microtome. By 
this method satisfactory sections from 15 to 20 microns thick were 
obtained. It was found convenient to dip the pyroxylin coated hair 
in an eosin solution before imbedding. This made the sections more 
conspicuous and saved a great deal of time in locating them on the slide. 
The paraffin ribbons were mounted on albumin coated slides and as 
soon as they were dry the paraffin was carefully dissolved off. To pre- 
vent the loss of sections it was necessary to exercise extreme care to 
maintain the slide almost level and to drop the xylol on the slide care- 
fully. By following this technic, it was found to be unnecessary to let 
the ribbons dry on the slide. As soon as the xylol had evaporated off the 
slide, locations of the sections were marked by drawing rings around 
them with ink. A cover-glass was then put on in balsam. 

A study of sections prepared in this manner showed that the dark 
areas were somewhat smaller than they had appeared to be in the intact 


Fig. 5—Camera lucida sketch of ringed hair and transverse sections of the 
same at the levels indicated by 4, B, C and D ( 135). 


hair, a fact no doubt to be attributed to the magnification concomitant 
to their centrally placed position in the shaft. The upper portion of 
Figure 5 is a camera lucida sketch of a hair before sectioning, and the 
lower portion is made up of sketches of the transverse sections at the 
places indicated by the lines across in the upper part of the sketch. It 
will be seen that where the aberrant segments are sectioned there is 
also a darker portion (by transmitted light) in the transverse sections. 
Where the sections were cut thinner than 15 microns, it was difficult 
to make out this area with definiteness. The sections between the 
aberrant segments show a more or less homogeneous hair cortex, and in 
the hair figured no medulla. These sections failed to reveal any apparent 
open spaces among the cells, but as well as could be made out these dark 
areas were made up of the keratin walls of very small interstices which 
reflected some of the transmitted light out of the field. Examination of 
the sections under the high power lens has added nothing to what 
could be seen under the low power. 
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DISCUSSION 


If one is to judge the frequency with which ringed hair is to be 
observed in the white race by the number of references in the literature, 
it is a rare condition. From the summary it may be seen that only 
eighteen cases have been mentioned and that of these only fourteen have 
been described. Six of these cases were in females. There is no 
reference in the literature to any cases in which the condition has been 
transmitted directly from one generation to the next, but there is one 
case in which it occurred in a brother of the subject and another case 
in which it occurred in two maternal uncles. There is no effective 
attempt to assign to it a reasonable etiologic factor except heredity. 


Review oF Cases IN THE LITERATURE 


| Age, Dura-| Family Associated Condition 
Author | Date Sex | Years | tion, | History and Remarks 
| Years | 
1846 M 19 ? None None 
1867 M 7% 2 None None 
1875 F (?)| ? ? ? ? 
are 1893 F | 8 2 None Noticed following influenza and 
} contagious ophthalmia 
1894 M |; 2% ? ? Leukonychia 
F 9% 1 None Condition disappeared 
(McCall Anderson) | 
| 189% | F 20 3 None Alopecia prematura_ universalis 
(neurotica ?) 
Galloway......... | 1896 iM $ 8) Brothers | Hair had peculiar lusterless ap- 
M §6 10 104 pearance 
| 1897 M 16 14 2unecles “Sandy” appearance 
Meachen.......... 1902 M 8 8 None Syndactylia, polydactylism and 
| melanoderma 
1908 M 39 ? None Trichorrhexis nodosa 
1906 F 25 1 None “Dusty” appearance 
M ? ? ? Student 
Haxthausen....... 1917 F 18 18 None Present in all the hairs of the head 
) errr 1921 M 23 10(?) ? | Hair said to show seasonal varia- 
| tions 


We do not believe that any of the associated conditions mentioned by 
previous writers can be proved to have been responsible for the hair 
condition described in these persons. 

The condition occurs in various degrees and no doubt there have 
been many unreported instances of it in the families of the patients 
previously described. Two of the families in which we have found 
it to occur do not seem to attach any particular importance to it nor 
to be very much interested in it even though they are above the average 
in intelligence. For instance, N,, knew that his maternal grandmother 
and his mother had the condition in their early life and that it is present 
in his only brother, but he did not know that it is still present macro- 
scopically in his mother and present to a greater extent in his maternal 
uncle. Our three families have members in whom only normal hair is 
found. It occurs in females in more than the reported ratio as gathered 
from the literature. It obviously may be an inherited condition, and 
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not an acquired condition, for none of the members of these two 
families have undergone experiences that could be held responsible 
for it. The mere fact that it has been found in persons who have hai 
other abnormal conditions does not indicate that any one of the diseases 
named in the literature as associated with it can be an etiologic factor, 
Indeed, their diversity is entirely too great, and conversely, thousands 
of people have had the same diseases without having ringed hair. The 
cases of Galloway and Brayton, respectively, show that the condition 
occurs in families, and our three families show that it may be directly 
transmitted from one generation to another. 

As to the cause of the whiteness in the white segments, we can 
simply state that it is caused by the presence of very minute spaces 
filled with gas. The walls of these spaces reflect the light incident 
to them thereby causing segments of the hair to appear white by 
reflected light as seen under ordinary conditions. For this reason the 
white segments of the hairs are not true gray in the accepted sense. 
In a hair of S, et al. there are both truly gray hair and hair that appears 
white on account of the presence of gas cavities within them. The 
segmented condition is more conspicuous in hairs gray by senescence 
than it is in pigmented hair. In the latter we have shown that the 
same kind and amount of pigment exists in the white segments as in 
the dark segments, and there is no question of a pigmentary atrophic 
condition as suggested by Meachen. 

Kaposi '® (1895) does not think that the presence of air bubbles in 
the hair can cause graying of hair. Strong’? (1921) states that hair 
is white for the same reason that any transparent substance in a finely 
divided state is white. He looks on hair as being made of numerous 
cornified epithelial cells more or less completely fused. These cells 
furnish many reflecting surfaces and the amount of undispersed light 
reflected depends on the number of the internal reflecting surfaces not 
screened by pigment. We agree with this view, but it seems that in 
addition to this kind of whiteness another slightly different kind occurs 
as in the condition under discussion in which the reflecting surfaces are 
relatively farther apart than in the normal hair, thereby allowing less 
screening by pigment. We feel that there can no longer be any doubt 
that hair may appear white as a result of the presence of gas spaces 
in its substance. 

CONCLUSIONS 

The appearance of pili annulati is caused by gas-filled interstices 

in the cortex and medulla of the hair. 


16. Kaposi, M.: Pathology and Treatment of Diseases of the Skin. 


English Trans., 1895, p. 486. 
17. Strong. R. M.: The Causes of Whiteness of Hair and Feathers, 


Science 54:356, 1921. 
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The condition occurs in normally pigmented hair and in hair turned 
gray as a process of senescence. It is not due to a lack of pigment or 
to pigment atrophy. 

There is no evidence that the condition is caused by any known 
pathologic process. 

It may vary in the degree to which it affects an individual hair, and 
may vary widely in the number of hairs it affects in different persons. 

The condition is compatible with the normal growth of hair. 

It may be transmitted by heredity directly from one generation to 


the next. 


IS SYPHILIS CURABLE AND CAN IT BE 
ERADICATED? * 


VICTOR G. VECKI, M.D. 


SAN FRANCISCO 


If ever proof were needed that animal experimentation is necessary, 
we need only point to the enormous services that science has rendered 
to the human race by numerous discoveries in regard to proper under- 
standing of the character, behavior and treatment of syphilis. Experi- 
ments continue incessantly in the many laboratories of the various 
countries. We are anxiously awaiting reports on new discoveries which 
will lead to further perfection of our weapons in the fight against this 
most dangerous, this incredibly common and so frequently treacherous, 
disease. 

It is due to animal experimentation by many thousands of tireless, 
and scarcely ever mentioned, scientists, that the assertion may be made 
that syphilis is curable, that it is comparatively easily curable, and that 
when the situation is understood by those in power, the scourge can be 
suppressed, 

In order to cure syphilis one must first discard all rules for dosage 
and the number of injections to be given in the various stages of the 
disease. There is, and there can be, no schedule of any value to direct 
the physician in the treatment of syphilis. Every patient must be 
treated after careful study of his case. To tell a patient as soon as one 
is sure of the diagnosis, or even before, that he should receive a certain 
number of treatments at certain intervals is surely wrong. The 
patient’s history and his physical condition, not the condition of the 
blood alone, must be clearly understood, and even then the physician 
is obliged to feel his ground before he can tell what kind and how long 
a treatment may in all probability be necessary to accomplish a cure. 

The objection may be raised that all this takes too much time, and 
we must acknowledge that, at present, enough time is not given to the 
treatment of most cases of syphilis, because this seems impossible. In 
private practice, however, this excuse is not valid, because the best and 
most painstaking attention is not too good, and the man who has not 
time enough to devote to the proper treatment of a patient should not 
accept a case. Even in institutions, with real understanding and the 
necessary endowments, everything can be done, and in some is done. 


*Read before the Fifty-First Annual Meeting of the Medical Society of 
the State of California, at Yosemite, May 16, 1922. 
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Efficient treatment can be given only after a correct diagnosis is 
made. For this one cannot depend entirely on the Wassermann reac- 
tion: one must be familiar with the various clinical symptoms; and 
must not rely on the personal history of the patient. 


ABORTION OF SYPHILIS IN ITS PRIMARY STAGES 


Most can be accomplished in the early primary stages when the 
chancre first appears, and, unfortunately, at that time there may be 
some doubt about the diagnosis. The experienced eye will be able to 
recognize a beginning syphilitic chancre before there is any induration 
or adenitis. Of course search for the spirochete must be instituted in any 
kind of a lesion on the genitals. Even when the most experienced 
physician may not be certain of the diagnosis the patient should be given 
the benefit of the slightest doubt. There is such a thing as therapeutic 
diagnosis. We now have remedies which, if used properly, do not 
damage the system and there is no excuse for allowing an infection to 
advance to a stage where the required treatment is more complicated 
and cure is more difficult. 

Every case of early syphilis can and must be aborted. The way 
depends entirely on the bodily condition of the patient and his tolera- 
tion for the remdies to be used. It is imperative before any treatment 
is instituted in any case, and at any stage of syphilis, to know the 
patient in every respect ; therefore, a minute examination is indispensa- 
ble. While we know that every patient must be treated, we must also 
known whether the patient is tuberculous, epileptic, has heart disease, 
and the condition of his digestive organs, liver, and kidneys; the 
patient’s skin must be inspected for all, even seemingly trivial, skin 
eruptions. It is important to distinguish a syphilitic kidney, liver or 
circulatory system affection from a nonsyphilitic one. 

When trying to abort syphilis, the stronger, the younger, the 
healthier the patient, the bolder the physician may be, but even in seem- 
ingly perfect cases there may be an oversensitiveness to the chosen 
remedy. 

The doses must be regulated by the patient’s bodily condition, by 
the reaction following each injection, and to a certain extent also by 
the weight, excluding obesity, which is not a sign of resisting power. 


INTRAVENOUS INJECTION 


Whoever becomes familiar with the method of intravenous injec- 
tion of the various arsenical preparations surely will have no contempt, 
but only a sound respect, for this treatment. A conscientious physician 


will always fear untoward results, be apprenhensive of accidents, and 
take no risks. Therefore, the apparatus itself must be of the best and 


320 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


the technic perfect. It may be contrary to the routine of most clinicians 
and thus also contrary to their opinions, but it is nevertheless true that 
intravenous injections of the various arsphenamin preparations are, as 
a rule, best given by the gravitation method under all possible pre- 
cautions. When one has to deal with large veins the hand syringe may 
be used, and by drawing sufficient quantities of blood into the syringe 
before and after the injection and by injecting slowly, accidents and the 
damage to the vein itself can be avoided. I must, however, warn against 
the busy man’s injection, the negligent, the lazy man’s injection and 
mainly against the ignorant man’s injection. Too many patients are 
seen who, after having suffered a few intravenous injections, have no 
available veins left. Too often we hear that accidents, such as para- 
venous injection, seldom happen and one may read the boast of a 
clinician that he seldom has any infiltration and only once has he had 
a necrosis. The physician who cannot eventually give the complete, 
necessary course of treatments into one and the same vein should know 
that something is wrong with his apparatus or with his technic. 

The most important arguments in favor of the gravitation method 
are that not a drop of the medicine is given before one is positively in 
the receiving vein, and that the vein after receiving all of the intended 
dose is being flushed with normal salt solution. 

There are a number of small details that, in spite of their apparent 
insignificance, have an important bearing on the ultimate result, and the 
observation of every one of the precautions which may seem trivial, and 
for which the busy man says he has no time, will repay the physician 
by the absence of angioneurotic and other by-effects of the treatment. 

This is the proper method of giving an intravenous injection: The 
patient, whose condition is well known to the physician, and who was 
instructed to eat a very light dairy meal at least three hours before the 
treatment, after his urine has been examined and the blood pressure 
taken, is placed on the operating table. All tightly fitting clothing, 
chiefly the collar, having been removed or unfastened, the proper vein 
is selected ; the patient’s arm is placed at right angle to the shoulder on 
a cushion so that the elbow is perfectly straight and at the same height 
as the shoulder; a blood pressure band is put around the arm, well 
above the elbow; then the skin over the vein is cleaned and _ partly 
anesthetized with a solution of alcohol and ether. When the blood 
pressure band is pumped up to 110, the vein shows at its best, and the 
needle can easily be plunged in. 

The apparatus must previously be sterilized in an enameled sterilizer 
and in fresh boiling water. 

Every ampule should be closely inspected for cracks after the label 
is washed off, and then immersed for a further test and with the pur- 
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pose of sterilizing into alcohol. The one who handles the ampule, 
prepares the solution or handles the apparatus, should wear sterile 
gloves; the solution should be made with freshly distilled and redis- 
tilled water. If the patient has a clean intestinal tract, it is hardly ever 
necessary to use epinephrin, caffein, ether or camphorated oil, which, 
however, should always be available; nor is it ever necessary to use 
artificial respiration. 

After the injection, the patient is instructed to hold his arm straight 
and elevated for a few minutes; if necessary, a drop of collodion is 
placed on the small puncture hole ; then he is allowed to rest for about 
five minutes. 

It is best to give the injections in the afternoon or evening after the 
patient’s day’s work is done. The patient is allowed to eat a light meal 
about three hours after the injection, and should keep as quiet as possi- 
ble. Automobile, street-car, steamboat, and railroad trips home may 
be permitted; and when the proper dose has been properly injected, 
patients may attend theaters, concerts and banquets without any 
injurious effects. 

Every patient should be treated as if he were supersensitive and 
even when all precautions are taken, he should be watched during the 
whole time of the injection. In the thousands of intravenous injections 
of arsphenamin, neo-arsphenamin, silver arsphenamin, and _neo-silver 
arsphenamin given at my office during the last twelve years, only twice 
were symptoms observed of what was apparently an attack of 
angioneurosis. During the first nine years of our experience with 
arsphenamin and neo-arsphenamin, as a rule, only maximal doses were 
given. The possibility of complication must never be disregarded ; the 
patient must be watched for reddening of the face and ears, reddening 
and bulging of the eyes, paleness of the nose, beating of the carotids, 
coughing, dyspnea, a feeling of oppression, nausea, vomiting, a high 
pulse rate—all symptoms which are so vividly described by many 
authors and which are never seen by men of experience who use careful 
methods. 

It may be that the glorious San Francisco climate with its absence 
of hot days explains the absence of angioneurosis; or is it that some- 
times a small undissolved particle of the medicament is overlooked 
and causes havoc in the circulatory system ? 

Any alarm signal given by the patient’s organs must be watched 
for and never disregarded. Future treatment depends greatly on the 
proper interpretation of these signs. It is most important to know 
how the patient feels after each injection. The dosage of subsequent 
injections should depend entirely on the tolerance shown by the system 
for the preceding dose. Fever following an intravenous injection of an 


— 


322 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


arsphenamin preparation requires careful watching and proper interpre- 
tation, so that the spirochetal fever may be differentiated from a fever 
that appears after a number of injections, when it may mean the 
development of intolerance. Even the fever following a first injec- 
tion in cases of florid syphilis should never exceed 39 degrees. To 
avoid high fever the first dose given should be very small, or the 
arsenic treatment should be preceded by several doses of mercury. 
Should fever appear after several injections of arsphenamin have been 
given, it is imperative to use a smaller dose and to lengthen the intervals 
between injections. The possibility that the arsenic is not being 
properly eliminated and therefore is causing a cumulative action must 
always be apprehended. 

Any reaction following an injection should pass before another 
dose is given. The patient’s skin, examined before treatment is insti- 
tuted, must be examined before each injection, and the patient instructed 
to report any unusual feeling, such as dryness, itching, or burning. 
Dangerous, even fatal dermatitis, may follow if slight alarm signals 
are disregarded. Many symptoms are explained by the Herxheimer 
reaction, but even this calls for care in future dosage. 


TREATMENT OF SYPHILITIC PATIENTS 


The ideal treatment would be to examine regularly all excretions 
and secretions, thus controlling the elimination of arsenic in every case. 
This is, unfortunately, not possible in the great majority of cases; 
therefore close watching and interpreting of symptoms is necessary. 
The urine must be examined for albumin and urobilin before each 
treatment. The total output of urine during the twenty-four hours 
preceding an injection should be measured, because a reduction in the 
output is a signal of an impairment of the kidney function that should 
not be overlooked. 

Icterus, of which we read so much, | have seen only in some 
European hospitals ; it surely can and must be avoided. Every syphilitic 
patient under treatment must be instructed in general hygiene, because 
all the resources that the patient can muster must be mobilized in the 
fight against the disease. The fight may be long; therefore regular 
habits, proper feeding, exercise and the promotion of a healthy skin 
function are absolutely necessary. Strict cleanliness of the mouth and 
all other orifices is imperative. The skin, this important partner of the 
kidneys, must never be forgotten. Turkish and similar baths are 
indicated in most cases. Proper functioning of the bowels is of great 
importance. 

In general, the physician should endeavor to have the patient feel 
well. Fortunately, the remedies now at our disposal, when properly 
used, do not weaken the patient, but build him up. 
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It can never be emphasized enough that treatment of a syphilitic 
patient requires a great deal of care, consequently also of time, and 
that wholesale treatment produces poor results and cures only by 
accident, except in places in which even the treatment en masse is 
thoroughly systematized, as it is in a few clinics. 

When beginning the treatment of a patient with Syphilis, the phy- 
sician is confronted with the question of preparing the patient for the 
treatment; this depends entirely on the patient’s physical condition. 
Then come the questions of initial dose, of frequency of single treat- 
ments, and of length of the whole treatment. Plans may be made, 
but modifications of such plans are frequently necessary on account 
of subsequent indications. There must and there can be no fixed rules, 
no schedules, no stated time for any phase of the disease. 

One may use large doses at short intervals in all patients with 
primary infection that come under treatment before there is any posi- 
tive blood reaction. Twelve injections of silver arsphenamin, or better 
of neo-silver arsphenamin, given within one month may abort the 
disease and cure the patient. Success is almost certain in robust people 
who can be given at first a small dose of neo-silver arsphenamin and 
the next day a maximal dose. This usually causes quite a reaction, 
but after twenty-four hours spirochetes invariably cannot be found. 
Four or five days later, and in cases in which there is not much reaction, 
another full dose is injected. On week later the entire procedure is 
repeated, and if altogether twelve injections are given within the 
shortest possible time, the patient should be cured. In a primary infec- 
tion after the blood reaction has become positive, eight intravenous 
injections of mercuric oxycyanid followed by twelve injections of silver 
arsphenamin or neo-silver arsphenamin may be sufficient to cure the 
disease, but one should remember that when an infection is over three 
weeks old the prospects of aborting it are not good. 

Nothing must be taken for granted, and even those patients in whom 
an aborting of the disease is almost sure must remain under observa- 
tion, and their blood frequently examined. 

It must be emphasized that whenever there is any degree of a 
positive reaction, or when clinical symptoms reappear, the subsequent 
treatment must be more intensive than the preceding one which failed. 
Sometimes the remedy itself must be changed. 


Late and latent active and inactive so-called tertiary syphilis requires 
long and persistent treatment, regulated by the blood reaction and the 
condition of the glands. It must not be forgotten that the glands are 
at least as important a pathognomonic symptom and guide for further 
treatment as any kind of blood test. 
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Neurosyphilis demands slowly increasing doses, especially small first 
doses wherever vital parts may be involved, while so-called para- 
syphilitic diseases, chiefly tabes dorsalis, yield only to long, regular, 
persistent and proper treatment. 

As Vernes teaches, it is the rhythmic, not the desultory and jerky 
treatment that accomplishes a cure. At all the numerous treating sta- 
tions under his direction at Paris, prospective patients are given a 
leaflet telling them that if they do not intend to be regular in their 
appointments, not to waste their and the physician’s time. That is 
what every physician should tell every syphilitic patient. 

The intermittent treatment has failed; it must be abandoned and 
replaced by the continuous treatment—by treatment until the patient 
is cured. 

Medication—An important question confronting the physician is 
that of the remedy to use. At the time when much was expected from 
one or a few injections of arsphenamin, it was the consensus of opinion, 
forced on syphilologists by numerous disappointments, that mercury is 
indispensable in all cases, and that only a combined treatment with 
arsphenamin and mercury may lead to a cure. Even at present, few 
syphilologists are willing to abandon mercury entirely ; but we can see 
plainly the handwriting on the wall for mercury. Experience with the 
newer arsenical preparations, chiefly those combined with silver, causes 
less frequent use of mercury, which is a poison only, and which 
invariably, after prolonged use, causes chronic poisoning. At present 
it appears that mercury should be used only for patients who are 
hypersensitive to arsenical preparations, and as an introduction to the 
arsphenamin treatment in florid syphilis and in cases of brain involve- 
ment in which a Herxheimer reaction might be too dangerous. Recent 
experiences with the use of very small doses of arsphenamin eliminate 
more and more the necessity of returning to mercury. Kolle’s experi- 
ments on animals have demonstrated that mercury is active against the 
spirochete only in almost fatal doses. Kolle was apparently surprised 
that syphilitic rabbits tolerate larger doses than nonsyphilitic rabbits. 
Sigmund taught the same thing about man more than forty years ago. 

When mercury must be used, the choice of the preparation is of 
great importance. Many European clinics are returning to the use of 
intramuscular injections of insoluble salts anda apparently also to the 
old idea that an almost toxic dose must be used. It may be that Kolle’s 
experiments on animals have something to do with the adoption of such 
treatment that, as some clinicians confess, it disturbs them great'y, but 
it cures them. Every experienced physician remembers cases in which 
accidental mercurial poisoning in the course of some antisyphilitic treat- 
ment almost brought the patient’s life to an untimely end; but the 
syphilis was cured. The severe stomatitis, intestinal inflammation, 
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albuminuria and cylindruria caused by almost toxic doses, the terrible 
suffering and extreme emaciation combined with the danger of losing 
the patient’s life, are too great a risk to take, even though the syphilis 
is cured. Therefore, one must always be sure to use the proper dose. 
(ne can never be sure of the dose brought into activity when using 
intramuscular injections of insoluble mercurial salts, when using the 
inunctions. Risks are easily avoided by using intravenous injections 
of mercuric oxycyanid, proper dilution of which even prevents damage 
to the vein. 

The literature on the newer arsenic preparations is already enor- 
mous. In Europe, the reports on silver arsphenamin, for a time made 
almost daily, are becoming rare; therefore, we hear more about neo- 
silver arsphenamin. After almost two years’ experience with the 
silver arsphenamin preparations—ever since my associate, Dr. Ottinger, 
brought a large amount of silver arsphenamin from Europe, and on 
the basis of my observations at many European clinics, I am glad that 
I can join the large majority of syphilologists who are so highly pleased 
with silver arsphenamin and neo-silver arsphenamin. The latter posi- 
tively is the best arsenic preparation at our disposal; it is easy of 
solution, very slow to oxydize, and is the most parasitotrope and the 
least organotrope of all antisyphilitic remedies. We know that silver 
itself is an antisyphilitic, and experience teaches that the addition of 
silver to the arsenic has not increased the toxicity, but it has increased 
the effectiveness, of the remedy. It seems that the silver molecule 
activates the arsphenamin molecule. The arsenic being the spirillicide, 
the silver takes the place of mercury as the agent to make conditions 
in the tissues unfavorable to the multiplication of the spirochete, 
without being as toxic as mercury. There is no real evidence that the 
use of silver arsphenamin and neo-silver arsphenamin is dangerous— 
no case of fatal encephalitis has been reported. It is asserted that 
when silver arsphenamin is used the arsenic remains longer in the 
system. Interesting experiments by the Swedish chemist Engleson, 
seemed to demonstrate that the bulk of the arsenic remained in the 
patient’s body up to the sixteenth day. If this were true, we should 
have more cases of cumulative action; it is, however, a warning against 
carelessness in its use, and a plea for the frequent use of small doses 
in preference to massive ones. 

Again it should be emphasized that it is imperative to ascertain 
the tolerance in every case. There are instances of idiosynerasy in 
which it is dangerous to persist, though in experienced hands such 
intolerance may be overcome by the tentative use of very small doses. 
Vernes is right when he asserts that the intolerants, when finally 
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induced into enduring the remedy to a certain extent, profit by it con- 
siderably more than those that can stand any reasonable dose without 
reaction. 

Kolle has demonstrated on rabbits that a very small injection 
immunizes the animal, so that the day after, even otherwise lethal 
doses are tolerated. It is a fact that if in some hypersensitive people 
a very small dose is given one day, a medium dose may be given with 
impunity the day after. Some authors recommend, also as a result of 
Kolle’s animal experiments, one or more preliminary injections of col- 
largol to immunize the patient for doses of silver arsphenamin. 

The desire is expressed frequently to have an arsenic preparation 
that could be used for intramuscular injections without causing much 
pain and local reaction, as it would be desirable to have a deposit in 
the body; results would then be obtained similar to those obtained with 
the early intramuscular injections of arsphenamin. Considering that 
we would then again be placed in the position of never knowing the 
real dose the patient is utilizing in a given time, there may be some 
doubt that such a preparation would be of great advantage. The 
present preparations of arsenic cause too much pain, infiltration, and 
what is worse, too much local destruction; and so one must agree with 
Kreibich of Prague, who recommends the intramuscular route only 
for cases in which life itself is in danger. 

It has been proved that silver arsphenamin and more so neo-silver 
arsphenamin, even when used intravenously, form deposits of silver and 
deposits of arsenic in the liver, spleen, kidneys, lungs, heart, bones and 
muscles. This is a further argument for small doses. Lenzman, for 
instance, demonstrated that an intravenous injection of 0.1 gm. silver 
arsphenamin had a good influence on condylomas, but that when two 
daily doses of half the quantity were injected the effect was con- 
siderably better. 

In consequence of the lower toxicity of neo-silver arsphenamin, the 
total dose in any given case can be reached more quickly and safely, 
and therefore, with persistent, regular, rhythmic treatment our prog- 
nosis is better. 

Neurorecidives—While physicians who give sufficient treatment 
seldom see a neurorecidive, those who use the silver arsphenamin 
preparations in proper doses do not see them at all. Some authors 
recommend that in order to avoid a neurorecidive, a preliminary 
mercury treatment should be given in all cases in which an aborting 
of the disease may not be expected. For various reasons it is surely 
better to give mercury before arsphenamin in all such cases. 

It is a question whether we now see cases of neurorecidive more 
frequently than in the pre-arsphenamin era, when we used to consider 
headache as one of the regular symptoms of syphilis. At present there 
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are different methods of examination and different methods of interpre- 
tation of symptoms. Insufficient treatment and haphazard methods 
will always be regponsible for neurorecidives, no matter what remedies 
may be used. It is important to know that neurorecidives are more 
frequent in cases of primary infection in the face and mouth, also in 
cases in which there are early syphilitic manifestations on the scalp. 

Personally, I have seen cases of neurorecidive only in persons who 
refused sufficient treatment. I have never seen any damaging effect 
from arsphenamin medication on the opticus or acousticus, not even 
when treating persons belonging to professions in which hypersensitive- 
ness of the acoustic system could be expected, such as musicians, 
blacksmiths and even artillerymen. Recently some Vienna clinicians 
claimed that damage was done to the cochlear and vestibular parts of 
the ear by treatment with silver arsphenamin. 

Syphilis of the large blood vessels and gumma of the brain should 
be treated with very small doses, and it is best to give a preliminary 
mercurial treatment. Even a mild Herxheimer reaction might be too 
dangerous. Very small doses of arsphenamin may be given twice a day. 

The treatment of patients with neurosyphilis also requires a great 
deal of precaution. Most of the patients are older people, worn out 
by various treatments, structural changes, impaired functions, suffering 
and mental worry. The treatment of an old person evidently must 
be different from that of a vigorous, young person. Whenever we 
touch the subject we are confronted with the imperative demand for 
individualization. Tabes is influenced more by silver arsphenamin 
preparations than by any other remedy, but tabetic patients generally 
tolerate small doses only. Leredde, however, reports good results in 
tabetic patients in whom the heart and kidneys are in good condition 
from weekly injections of neo-arsphenamin in gradually increasing 
doses, from 0.1 gm. up to 1.2 gm. 

A rather severe Herxheimer reaction sometimes follows injections 
of silver arsphenamin preparations in tabetic patients. No amount of 
medication will relieve the unbearable pain, but draining of the spinal 
canal invariably does so. Tabes is most decidedly influenced if immedi- 
ately after about every third or fourth weekly injection of neo-silver 
arsphenamin the spinal canal is drained almost dry. Treatments of this 
kind must be given at the hospital; proper rest is necessary and careful 
watching of the patient as a guide for future treatments. Although I 
have seen surprisingly good results from intraspinal injections of 


arsphenamized and mercurialized serum, I am now convinced that 
equally good results may be obtained from intravenous injections of 
silver arsphenamin preparations, at times followed by draining of the 
spinal canal. Such treatment is never dangerous and causes the patient 
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little discomfort. It is very interesting and instructive to watch the 
progress made by having the spinal fluid obtained at each draining 
examined. 

Reports on results obtained in paretic patients are not encouraging, 
though the remissions after treatments with silver arsphenamin seem to 
be somewhat too frequent to be accidental. It speaks well for the low 
toxicity of silver arsphenamin when it is reported that paralytic patients 
were given total doses up to 10 gm., and even in the cases in which it did 
no good, it did no harm. 

Even in patients with no neurosyphilitic symptoms, the spinal fluid 
must be examined. 

When it was made possible by Plaut’s method of obtaining blood- 
less spinal fluid from rabbits, Mulzer’s experiments with two kinds of 
spirochetal strains demonstrated that there are, as Ravogli expresses 
himself, strains that seem to be dermatropic while others must be 
neurotropic. The one, a strain obtained from an Italian source, caused 
an increase of the cells in the spinal fluid before any other symptom of 
a successful inoculation became visible. Then, we must ask ourselves, 
when does the neurorecidive appear? Surely we must not forget that 
there are also individual differences and great inequalities of the resist- 
ing power. 

A great number of modern authors seem to ignore the iodid com- 
pletely. Probably the neglecting of this remedy is responsible for many 
failures. It may have no direct spirochetal-destroying power ; its chief 
action seems to be softening of the syphilitic foci. It has an affinity 
for diseased tissues, as these attract and retain it. Loeb, for instance, 
found about six times as much iodid in affected glands as in normal 
ones. lIodid should be given even in the early stages between arsphen- 
amin or mercurial treatments, but its use is imperative in the late stages 
when one deals with gumma, bone involvement and sclerotic processes 
In neurosyphilis, when given before any other treatment is instituted. 
it often prevents a Herzheimer reaction. 

lodid may be injected intravenously and is then most effective 
Klemperer injects 5, 10 and even 20 gm. of a 10 per cent. solution 
two or three times a week. 

In patients who are weakened by too strenuous treatment, especially 
with mercury, the combination of iodid with iron in the form of syrup 
of ferrous iodid renders invaluable service. 


WHEN MAY A SYPHILITIC PATIENT BE CONSIDERED CURED? 


The question most difficult to answer that confronts the syphilologist 
is: When is a patient cured? A persistent negative Wassermann reac- 
tion of the blood and the spinal fluid, other negative findings in the 
latter, chiefly a normal cell count, and absence of all clinical symptoms 
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and adenopathy, are considered proofs of a cure. ‘There is great 
diversity of opinion as to how long the all-around negative findings 
must be established before the patient can be declared cured. 

It is to be regretted that the colorimetric reaction of Vernes is 
being ignored by the medical profession at large, although its correct- 
ness is endorsed by the highest French, Belgian, German, and Swiss 
authorities, and even Carrel of the Rockefeller Institute authorized the 
publication of his judgment that at present the only places in the world 
where syphilis is treated scientifically are the Vernes’ institutions. 

Cornwall, who is investigating the Vernes reaction at Columbia 
University and the New York City Hospital, recently published a 
comprehensive report, and therefore it may be sufficient to say that 
according to Vernes: 1. All syphilitic infection is accompanied by a 
pathognomonic modification in the stability of the blood serum and 
spinal fluid. 2. This pathognomonic alteration disappears under the 
influence of arsenical treatment, but each time that the treatment has 
been insufficient it reappears from the second to the fifth month, rarely 
from the fifth to the seventh. 3. When, following arsenical treatment, 
this pathognomonic alteration remains absent for eight months after the 
discontinuance of treatment, and the spinal fluid is negative, reappear- 
ance has not been noted. 

From personal investigation at Vernes’ therapeutic, or as they are 
called, prophylactic, stations, and information gained from Parisian 
medical authorities not very friendly to Vernes, I am convinced that 
his assertions are in accordance with the truth and facts. We must 
also value Vernes’ reaction because it permits a quantitative diagnosis, 
a periodic measuring of the poison left in the system. 

We have learned that the most dangerous cases are those in which 
the patient fails to produce antibodies, and therefore his blood shows 
a negative Wassermann reaction. This is not possible with Vernes’ 
reaction. The Vernes reaction will soon be available everywhere ; under 
its control patients can be treated until a cure is accomplished. 

The dangerous condition of destroying almost all spirochetes and 
then stopping treatment so as to give the surviving spirochetal clusters 
more favorable conditions for their pernicious activities must be avoided 
at any cost. We agree with Vernes’ teachings, that one must do too 
much in order to do enough, but one must add that even the “too 
much” done shall be done so that it causes no damage to the patient’s 
system. 

CONCLUSIONS 


We must hail with a certain enthusiasm neo-silver arsphenamin on 
account of its roborant action on the patient’s entire system, and because 
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with it one can with impunity follow Vernes’ advice that each sub- 
sequent treatment must be more energetic and more powerful than the 
preceding one which failed to cure. 

Neo-silver arsphenamin is prompt in its action on primary symp- 
toms. The induration disappears promptly; secondary skin lesions, 
papules and condylomata lata, which are generally very stubborn, 
invariably disappear after six or eight injections, and one is always 
able to obtain a negative Wassermann reaction in from six to eight 
weeks, and by using a total of 3 to 6 gm. of the remedy. 

Late syphilis seems to be easier to influence whenever the Wasser- 
mann reaction is positive, more difficult in the rare cases in which the 
blood reaction is negative, although clinical symptoms allow no doubt 
about the diagnosis. It will take years of experience to learn about the 
duration of the Wassermann negative period, even though the blood 
be tested every month. Personally, I have never seen any disagreeable 
by-effects from the use of neo-silver arsphenamin. Twice I thought it 
best to interrupt the treatment for about ten days on account of warn- 
ing symptoms on the patient’s skin; I suspect that in these cases | 
was a little too eager in the medication. 

So far, I am sure that even energetic, although cautious use of 
neo-silver arsphenamin could not provoke albuminuria and cylindruria 
in originally intact kidneys. 

Vernes refuses to try the silver arsphenamin preparations because, 
he told me, he obtains good results with neo-arsphenamin and galyl. 
While this is true, I suspect that the German origin of the new prepara- 
tions is the real reason. One must agree with him when he teaches that 
a syphilitic patient properly treated under proper control has nothing 
to fear; he will not be undertreated or overtreated, he will not be 
damaged by the treatment, and he can be cured. In cases in which 
irreparable damage has been done to any kind of tissues, the progress 
ot the disease and its further destructive action can be arrested. 

The statement that syphilis is a comparatively easily curable disease 
is no exaggeration; we may insist that all patients can be cured, 
but we must consider no case easy; in fact, we must approach each 
case as a rebellious one. . 

It will be a great step toward the eradication of syphilis when the 
bulk of the medical profession becomes quite familiar with the char- 
acter, and especially with the proper treatment, of syphilis. No doubt, 
we are progressing almost rapidly. 

We must understand that syphilis is not a vice disease—just an 
infectious disease like any other. Again, we must give the patient the 
benefit of the doubt when he says he does not know, or when he tries 
to explain when and where he acquired the disease. 


VECKI—SYPHILIS 331 


Compulsory reporting of the disease to the health authorities would 
be a calamity—another slap at justice, another assault on the pro- 
fessional secret, and, while the mollycoddles may not care, another 


unconstitutional assault on personal liberty. 

When those in power will have been taught by the physicians of the 
country what syphilis does to humanity, then the city, state and national 
authorities will provide the necessary funds to fight the scourage. When 
the cost of insuring safety for every person, syphilitic or nonsyphilitic, 
is considered, also the cost of free, proper and kind treatment for the 
syphilitic person who cannot afford to pay his own way, it may be 
huge, but it still is quite insignificant when compared with the cost 
of maintenance of hospitals, asylums, prisons and orphanages popu- 
lated by syphilitic persons and their tainted offspring, besides the 
amounts spent by persons who cannot afford it, in loss of time, medicine 
and treatment. 

In our country the depopulating influences of syphilis may not be 
of the same importance as in countries in which food for cannons 
must be raised, but the degenerating influence of the disease on the 
race is of more consequence. 

Progress in stamping out syphilis will be made when proper treat- 
ment shall be easy of access and easy to take, and when it will be made 
easy for every one to find out whether he has syphilis or not. 

We know that syphilis is a curable disease in the hands of an 
experienced syphilologist, but in order to abolish it antisyphilitic 
remedies must cease to be dangerous weapons in the hands of the 
majority employing them. 
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A SIMPLE QUANTITATIVE PRECIPITATION 
REACTION FOR SYPHILIS 


THIRD COMMUNICATION * 


R. L. KAHN, Sc.D. 


LANSING, MICH. 


Further studies on the precipitation reaction for syphilis proposed 
by the author’ suggested several changes in the procedure which 
appeared to enhance considerably the value of the test. It will be 
recalled that in the original method a cholesterinized antigen was 
employed, and because of its high sensitiveness the test was completed 
after four hours’ incubation, In the new procedure a noncholesterinized 
antigen is also employed. The same alcoholic extract of heart muscle 
is used with and without the addition of cholesterin. When employing 
the noncholesterinized antigen, however, it was observed that the 
rapidity of precipitation is not as marked as in the case of the cholesteri- 
nized one. It was necessary to incubate the tests with the former 
antigen over night in order to elicit complete precipitation in most 
cases. On the basis of this finding, and because of another considera- 
tion to be discussed presently, it was deemed best to employ overnight 
incubation also with the cholesterinized antigen. Finally, it seemed — 
advisable to adopt the plus sign as a basis for recording results of this 
test. Since a heavy and complete precipitation undoubtedly corresponds 
with complete fixation of complement in the Wassermann test, it seemed 
best to employ the nomenclature widely used by workers in connection 
with the older test. 

Although the final reading of results is taken after overnight incuba- 
tion, this test does not lose its spontaneous character with strongly 
positive serums. This is particularly true when employing the choles- 
terinized antigen. In close to 80 per cent. of serums giving a + + + + 
reaction in the Wassermann test, a definite precipitate will be seen 
within five minutes when employing this antigen. This spontaneous 
phase of the reaction should prove a valuable aid in corroborating an 
immediate diagnosis of syphilis. Yet, this phase appears to us only 
of relative importance, since most patients giving strong serologic reac- 


*From the Bureau of Laboratories, Michigan Department of Health, 
Lansing, Mich. 
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tions show clinical evidence of syphilis. In this disease a specific test 
of such high sensitiveness that it will give helpful data to clinicians in 
cases in which clinical evidence is often lacking is particularly desirable. 
It was this consideration largely which led us to render the results with 
the cholesterinized antigen as sensitive as possible by extending the 
incubation period. 

It should be remembered, however, that any biologic test, if highly 
sensitive, will occasionally give a slight nonspecific reaction. There are 
no sharp lines of demarcation in biology, and a test which is capable 
of detecting minute pathologic lesions will occasionally go beyond the 
realm of specificity. This explains why weak reactions obtained with 
the Wassermann test carried out with a cholesterinized antigen and 
prolonged fixation are considered of little value unless corroborated by 
clinical evidence. In this precipitation test, also, we believe that a weak 
reaction obtained with the cholesterinized antigen alone is not by itself 
to be taken as a symptom of syphilis. 

There is this important difference between the precipitation and 
Wassermann reactions: Whereas the latter has numerous widely 
accepted sources of error, the precipitation reaction is practically free 
from them. The several factors essential for correct results can be 
readily mastered, and judging from the simplicity and ease with which 
this test can be carried out we are inclined to believe that it will 
become an important aid in the diagnosis of syphilis. 

An important advantage of this precipitation test lies in the fact 
that one does not have to employ set quantities of serum and antigen 
in order to obtain the same results. A study of the quantitative rela- 
tion between serum and antigen has revealed that one may vary the 
amount of serum provided the proper proportion of antigen is 
employed. Thus, instead of using 0.3 c.c. of serum and 0.05 c.c. of 
antigen, one may employ 1.5 ¢.c. of serum and 0.025 c.c. of antigen, 
or so-called microquantities, such as 0.03 c.c. of serum and 0.005 c.c. 
of antigen. This factor should be of help in cases in which it is 
difficult or impossible to obtain sufficient amounts of blood for regular 
tests. 

PREPARATION AND DILUTION OF ANTIGENS FOR TESTS 


An attempt was made to determine the effect of the temperature 
employed in extracting the heart muscle on the sensitiveness of the 
antigen when mixed with syphilitic serum. It was observed that 
when the alcoholic extraction of the heart muscle was carried out for 
ten days at room temperature, the sensitiveness of the antigen was 
slightly decreased compared with icebox extraction (6 to 10 C.). If 
the heart muscle was extracted at incubator temperature (37.5 C.), 
the antigen potency was considerably decreased. This was found to 
be true particularly in the case of the cholesterinized antigen. 
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It appears from these findings that the greater the content of heart- 
muscle lipoids of the cholesterinized antigen, the less sensitive it is 
when mixed with syphilitic serum. This is explained by the probability 
that the greater the lipoid content of a given alcoholic antigen, the 
more stable it is after the addition of cholesterin. The comparatively 
large amount of lipoids contained in the alcoholic antigen after incubator 
extraction holds the cholesterin in solution in a stable form, so that 
on addition of salt solution there is no tendency for precipitation even 
at low temperatures. The comparative stability of this antigen solution 
explains, in our opinion, its lesser sensitiveness when mixed with 
syphilitic serum; for, assuming that there exists a specific affinity 
between the combining molecules of the serum and antigen, the rapidity 
of this union is likely to be lessened when the antigen molecules are 
in a stable form. 

When, on the other hand, the alcoholic extraction is carried out in 
the icebox, the antigen contains less lipoid material and is proportionally 
less stable after addition of cholesterin. The lesser stability of this 
antigen is demonstrated by the fact that it shows a marked tendency 
for precipitation after being mixed with physiologic salt solution. Thus, 
the mixing must be carried out rapidly and the antigen must be kept 
in the incubator to hold it in solution. This apparent instability of the 
cholesterinized antigen helps to explain its marked sensitiveness when 
added to syphilitic serum. The antigen molecules, being in an unstable 
form, attach themselves readily to the combining molecules of the 
serum. 

The tendency of the cholesterinized antigen to precipitate when 
mixed with physiologic salt solution is an important criterion in judging 
the sensitiveness of a given antigen. Thus, an antigen-salt solution 
mixture which will not precipitate within half an hour when placed in 
the icebox will be considerably less sensitive than a mixture which 
will precipitate readily at that temperature. Now and then, however, 
an antigen possesses such marked precipitating properties as to necessi- 
tate the utmost care in its dilution with salt solution. This has 
occasionally been true with antigens prepared by extracting the heart 
muscle for ten days in the icebox. Attempts have thereupon been 
made to combine icebox and room temperature extraction of the heart 
muscle, in order to raise somewhat the lipoid content of the antigen and 
thereby lessen its precipitating tendency after being mixed with salt 
solution. It has been found that nine days’ extraction at icebox tempera- 
ture combined with one day’s extraction at room temperature gives 
antigens of somewhat lesser precipitating tendencies, without noticeably 
affecting their sensitiveness when added to syphilitic serum. On the 
basis of this observation, we employ the following procedure in the 


preparation of antigens: 
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After freeing the dried heart muscle from ether extractives, 5 c.c. of a 
95 per cent. or absolute alcohol is added per gram of dried material and 
extracted for nine days at icebox and one day at room temperature. The 
alcohol is then filtered off and a given amount cholesterinized by adding 4 mg 
of cholesterin per cubic centimeter. The second alcoholic extraction with the 
same dried muscle discussed in the previous papers has in some cases given 
inconstant results. At present, therefore, we would recommend the employment 
of the first alcoholic extract only. 

The alcoholic antigen is diluted for the tests in the proportion of 1:2 with 
physiologic salt solution (0.85 per cent. sodium chlorid). The cholesterinized 
antigen is diluted in the proportion of 1:3. These proportions of salt solution 
represent approximately the smallest amounts which will hold the antigens in 
solution. Pipet 1 c.c. of alcoholic antigen into a small test tube (inner diameter 
about % inch [10.5 mm.]) or to a 10 cc. cylinder of about the same inner 
diameter, and add 2 c.c. of salt solution from another cylinder; mix rapidly 
by inverting back and forth. The resulting mixture is opalescent and has no 
tendency to precipitate at room temperature. The advantage of employing a 
cylinder is that the gradations serve as a check on the amounts of antigen 
and salt solution employed. One may also use the same cylinder for mixing 
0.5, 1.5, 2 c.c. or any intermediary quantity of antigen with proportional amounts 
of salt solution. This antigen-salt solution mixture is ready for use. 

The cholesterinized antigen is diluted in essentially the same way as the 
alcoholic one except that 3 c.c. of salt solution per cubic centimeter of antigen 
is employed. This antigen has a tendency to precipitate if improperly mixed 
with salt solution. To overcome this tendency, delay must not be permitted 
in mixing after the salt solution has been added to the antigen. The following 
simple procedure will be found helpful in preventing precipitation of the final 
mixture: The test tube or cylinder containing the antigen is held between 
the thumb and third finger of the left hand. The salt solution is added with 
reasonable rapidity from another cylinder held in the right hand, and the 
opening of the antigen tube is immediately covered with the index finger of 
the left hand and shaken by inverting back and forth several times. This mode 
of shaking is sufficient for complete mixing. Vigorous shaking is not neces- 
sary. This mixture may precipitate at low room temperature and is best kept 
in the incubator when not in use. Sterile precautions are not necessary, but 
the employment of chemically clean glassware is of utmost importance. 


The question whether the potency of the diluted alcoholic and chol- 
esterinized antigens increases or decreases with age is now being 
investigated in this laboratory. We have employed antigens immedi- 
ately after dilution with physiologic salt solution as well as two weeks 
after dilution, with approximately the same results. Now and then, 
however, serums have been observed which react somewhat more 
strongly with freshly diluted antigen as compared with those diluted 
one or two weeks before. On the basis of this observation, we employ 
at present in our routine tests antigen mixtures from one-half hour to 
several hours after dilution. It is best to wait about one-half hour 
because a diluted cholesterinized antigen is frequently clear immediately 
after dilution and becomes cloudy a short time later. 
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THE TESTS PROPER 


In the preceding paper it was shown that a 4: 1 proportion of serum 
to antigen appears to give good results. This finding was obtained 
by employing strongly positive serums. It was subsequently observed 
that when employing weak serums, proportionally smaller amounts of 
antigen give better results. On the basis of this observation a 6: | 
serum-antigen proportion is employed. With regard to the serum, one 
may safely vary the amount in accordance with the quantity available. 
For routine tests, however, 0.3 c.c. of serum is recommended because 
the proportional amount of serum which is likely to evaporate during 
the incubation period is practically insignificant when this amount is 
employed. 


Measure with a 1 c.c. pipet graduated in tenths, two 0.3 c.c. quantities of 
clear inactivated serum (one-half hour at 56 C.) into two small test tubes. 
Add 0.05 c.c. of alcoholic antigen mixture to one and the same amount of the 
cholesterinized mixture to the other. For this purpose a 0.2 c.c. pipet graduated 
in hundredths is best employed. Shake the rack vigorously from two to three 
minutes. Shaking is of importance because colloidal solutions, such as the 
serum and diluted antigens, will not mix readily by themselves. The strongly 
positive serums will, in most cases, show spontaneous precipitations with the 
cholesterinized antigens and in many cases also with the alcoholic antigens. 

In this connection it should be stated that it is of the utmost importance 
properly to clear the serum by centrifugation, since the presence of red blood 
cells as well as dust particles will often give the impression of false precipita- 
tion. It is also well to mix the serum and antigen as soon as possible after 
addition of the latter. This is of particular importance when working at low 
room temperature, since there is a possibility of slight precipitation of the 
cholesterinized antigen layer covering the serum. At such temperature, also, 
it is well to keep this antigen in a glass of warm water to prevent its pre- 
cipitation. The vigorous shaking of the racks can best be carried out after 
all tubes have received antigen. Finally, when adding antigen to serum with 
a lc.c. pipet graduated in 0.05 c.c., each serum tube should receive the proper 
amount of antigen. It was observed that such a pipet will occasionally not 
deliver the 0.05 c¢.c. of antigen into a given serum tube, the small amount of 
fluid encircling the tip of the pipet. 

After properly mixing the antigen with the serum, the racks are placed in 
the incubator (37.5 C.) and permitted to remain over night. When employing 
0.3 or 0.2 cc. quantities of serum, it is not necessary to keep the tubes stop- 
pered during the incubation period. It might be added that a temperature of 
37.5 C. is not essential for the entire period of incubation. We have, in 
some cases, incubated our tests for four hours in the water bath, followed by 
overnight incubation in the icebox, with equally good results. 

The results are read after about eighteen hours’ incubation. The tubes 
should not be shaken again before the first reading. The specific precipitates 
are lipoidal in character and are suspended in the medium. The strongly 
positive will be recognized without difficulty. The four plus reactions will 
show either one or several clumps. The three plus reactions will show com- 
paratively large flocculi or granules. The two plus reactions will show clumps 
or granules of a lesser size but large enough to be unmistakable. The + 
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and + reactions are best seen by slanting the tubes and observing the upper 
point of contact between the fluid and tube wall. The slanted tube should be 
several inches above the level of the eye and held in front of a window, 
focusing on some dark object, such as a window shade or frame. One will 
then see, by looking up, a thin layer of fluid with a precipitate floating in it. 


When working with comparatively old serums, as is true in a public 
health laboratory where specimens are received through the mails, it 
will be found that a considerable number of tubes have a fine whitish 
precipitate settled on the bottom. This is the chief reason why it is 
important not to shake the tubes before the first reading of the results. 
In many cases, however, these nonspecific precipitates go back into 
solution on shaking. The questionable tubes, therefore, after the first 
reading, are given a vigorous shaking for one minute, and the reading 
is repeated preferably after about one hour. At the end of this period 
the very weak specific precipitations will be found also to have become 
somewhat more pronounced. 

The extremely fine serum precipitates discussed in the previous 
papers give no difficulty in reading this test. The specific precipitates 
after this period of incubation are so marked that even the + and + 
reactions should be recognized with comparative ease. If the particles 
are so fine that there is a question as to whether or not they represent 
a specific reaction, the test may be safely considered negative. 

Some workers may prefer to employ the cholesterin antigen a‘one 
in this precipitation reaction. Such workers, we believe, may safely 
shorten the incubation period to from six to eight hours, provided the 
racks are shaken for about one minute at the end of each hour’s incuba- 
tion until the total shaking period is no less than five minutes. We 
believe that the bringing of the reacting serum and antigen substances 
into closest possible contact with one another is of the utmost importance 
in this reaction. We have elicited by means of shaking, not only strong 
precipitation reactions, but weak ones as well. According to our find- 
ings, centrifugation will not do this, although it will help to coalesce 
the flocculi after they have been formed. The construction of a shaking 
machine is now being contemplated in this laboratory with a view to 
finding whether sufficient shaking may eliminate the element of incu- 
bation in this test. 

Clear serums showing a tendency to absorb large amounts of comple- 
ment (anticomplementasy) in the Wassermann test do not react 
differently from other serums in this precipitation test. They are 
either positive or negative, depending on whether they have specific 
reagin, 

In the case of spinal fluids, 1 c.c. amounts are employed with 0.05 
cc. quantities of antigen. Although precipitates frequently become 
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visible immediately after shaking when employing strongly positive 
fluids, we nevertheless find, as a whole, that the reactions with these 
fluids are somewhat less sensitive than with serums. 

In the earlier communications the employment of “strongly posi- 
tive,” “positive” and “weakly positive” as a reading scale was suggested. 
For the sake of simplicity, however, and because of the widely accepted 
reading scale of the Wassermann test, the employment of the plus sign 
was adopted in accordance with the following scheme: (1) A pre- 
cipitate consisting of one or several large clumps, + + + +; (2) a 
large flocculent precipitate, + ++; (3) moderate-sized flocculi or 


TABLE 1.—Retative SENSITIVENESS OF CHOLESTERINIZED AND ALCOHOLIC 
ANTIGENS IN PRECIPITATION TEST AS COMPARED WITH WASSERMANN TEST 
IN Twenty-Five Cases or SYPHILIS IN VARIOUS STAGES OF TREATMENT 


Results with 


Case Number Wassermann Precipitation Test 
Test - 
Cholesterinized Aleoholie 


+++4+ 


+ 


"+ 


+ 


++ 


+ 


+ + Le 
+ + 


granules, + +; (4) small-sized flocculi or granules, +; (5) fine 
flocculi or granules, +, and (6) negative precipitation, —. 

With regard to the comparative sensitiveness of the two antigens, 
the cholesterinized antigen will be found to be considerably more sensi- 
tive than the alcoholic. The former antigen appears to retain its 
sensitiveness in many cases after administration of antisyphilitic treat- 
ment. The alcoholic antigen, on the other hana, loses its sensitiveness 
in a large number of cases after treatment. In our experience, the 
tests carried out with the cholesterinized antigen give results con- 
siderably more sensitive than the Wassermann test performed with 
the same antigen. In the daily routine precipitation tests carried out 
in this laboratory, it is a common occurrence to find + + + + and 
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+ + -+ reactions in treated patients, with corresponding Wassermann 
tests giving only + or +, and in a small number of cases, negative 
reactions. And yet, occasional specimens are encountered which give 
somewhat stronger reactiors in the Wassermann than in the precipita- 
tion test. 

Table 1 indicates the comparative sensitiveness of the two tests in 
a small group of treated cases of syphilis. 


THE SPONTANEOUS REACTION 


This reaction is elicited in about 80 per cent. of serums giving a 
+ +++ reaction with the Wassermann test as carried out in this 
laboratory. After adding antigen to the serum and shaking vigorously 
for several minutes, a distinct precipitate suspended in a clear serum 
will be observed. This precipitate will show a tendency to coalesce 
on standing so that if observed again within from fifteen to thirty 
minutes, the particles will be found to be considerably larger. Most 
of these spontaneous reactions are obtained with the cholesterinized 
antigen, although occasionally such a reaction is obtained with the 
alcoholic antigen and not with the cholesterinized one. 

This spontaneous reaction will not be brought about in most cases 
unless the tubes are vigorously shaken for several minutes. Shaking 
is necessary because colloidal solutions such as the serum and the 
diluted antigen mixture do not readily mix by themselves. Mechanical 
mixing brings the antigen and reagin substances in close contact 
enabling them to react rapidly with one another. 

When employing improperly centrifuged serums, particularly those 
which are several days old, one will occasionally obtain cloudiness on 
shaking the tubes with the production of a faint precipitate. This 
precipitate is distinguished from the true one by the turbid appearance 
of the medium. The typical precipitiate consists of distinct whitish 
particles floating in a clear medium and is unmistakable. 

In order to distinguish further true from false spontaneous pre- 
cipitates, the tubes are centrifuged for a few minutes. The true 
precipitate will coalesce into one or several clumps and remain sus- 
pended, whereas the false one will go to the bottom of the tube. A 
simpler way is to permit the tube to remain from fifteen to thirty 
minutes at room temperature or in the incubator, as indicated in the 
foregoing. The true precipitate will become still more distinct, due 
to the coalescing of the particles, whereas the false one will become 
somewhat less distinct due to the settling of the particles. The presence 
of red blood cells in the serum will also give a false impression of 
precipitation. The reddish character of this precipitate, however, will 
distinguish it readily from the true one. 
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We find it best, in this laboratory, to glance over the serums before 
adding the antigen and make note of those serums showing clouding 
either because of contamination or red cells. By this means, the factor 
of false precipitation is reduced to a minimum. 


THE MICROPROCEDURE 


It was shown in the preceding paper that there exists a definite 
quantitative relation between serum and antigen. Thus, when employ- 
ing a 6:1 proportion of serum to antigen, for example, one may vary 
the serum from 0.6 c.c. to microscopic quantities and obtain com- 
parable results, provided the amount of antigen employed is one-sixth 


that of serum in every case. This suggested the development of a 

TABLE 2.—Comparison oF RESULTS OF Micro (0.03 C.c. Serum, 0.005 Cc. 
ANTIGEN) WITH RecGucar (0.3 C.c. Serum, 0.05 C.c. ANTIGEN) PReEcIPiTA- 
TION AND WASSERMANN TESTS 


Precipitation Results 


Serum Wassermann Regular Micro 
No. Results — 
Cholesterinized Aleoholie Cholesterinized Aleoholie 
Antigen Antigen Antigen Antigen 
2 + ++4+ ++4++ ++++ 
4 +4+4+4+ + ++ 
5 + +++ + ++ + 
6 ++ ++++ 
7 ++++ +++ 
+++ + +4 
9 + +4 + 
10 = + 
11 ++++ ++++ ++++ ++++ 
14 + ++ ++4+++4 ++++4 
16 ++++ +4++4 +++ +++ 
17 ++4++ ++++ ++++4+ ++++ 
20 oe +++ + +++ + 


microscopic procedure with the hope that it may prove helpful in those 
cases in which regular quantities of serum are not available. Hanging 
drop preparations were prepared with minute amounts of serum 
measured with a capillary pipet and approximately one-sixth the amount 
of antigen measured with a pipet of similar size, employing the usual 
procedure. After given periods of incubation, the positive serums 
showed under the microscope clumps of minute globules, whereas 
in the case of negative serums the mixture appeared homogeneous. 

It was observed, however, that this method gave considerably weaker 
results than the regular one, large numbers of weak serums giving no 
precipitation reactions with these microscopic quantities. This was 
found to be due, not to the relatively minute serum and antigen 
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quantities, but to improper agitation of these two substances. For 
successful precipitation reactions, the serum and antigen must be 
thoroughly mixed. We have, therefore, found it more dependable to 
employ small agglutination tubes for this microprocedure and thus to 
enable proper mixing of the serum and antigen by shaking. 


The Method.—Measure with a 0.1 or 0.2 c.c. pipet graduated in hundredths 
cubic centimeter, two 0.03 c.c. quantities of serum into two agglutination tubes. 
With a similar pipet measure approximately 0.005 c.c. of diluted alcoholic 
antigen into one tube and the same amount of cholesterinized antigen into 
the other. The minute amounts of antigen should reach the serum in each case. 
Shake the racks vigorously for several minutes and incubate in the usual 
manner. The tubes should be properly corked to prevent evaporation. The 
results will be found to approximate closely those obtained with regular 
quantities. Table 2 gives a summary of findings with a small number of serums. 
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GRANULOMA INGUINALE WITH LESION ON 
THE LOWER LIP 


REPORT OF A _ CASE 


B. BARKER BEESON, M.D. 


CHICAGO 


In connection with the paper of Drs. Parounagian and Goodman, 
which appeared in the May number of the ARCHIVES OF DERMATOLOGY 
AND SYPHILOLOGY, the following case report seems worthy of attention: 


CASE REPORT 


A negro affected with granuloma inguinale was seen by Dr. Fernando Terra, 
professor of dermatology at the University of Rio de Janeiro. The patient 
first exhibited ulcers of the groin and later an ulcer on the lower lip, from 
which, as well as from the inguinal lesion, the characteristic organisms were 
recovered. He found only seven cases with this combination of symptoms in 
the literature. This is of interest because of the statement by Drs. Parounagian 
and Goodman: “As far as we know there has been but one other case with 
lesions about the lip, reported by Sequeira.” Terra’s patient was cured by 
intravenous injections of tartar emetic. He exhibited this case before the 
Brazilian Dermatological Society in 1917, and also reported it in extenso in 
the Annals of the Faculty of Medicine of Rio de Janeiro for that year. 
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Granuloma inguinale with lesion on lower lip. Dr. Terra’s patient. 
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THE CLINICAL VALUE OF THE KOLMER 
COMPLEMENT-FIXATION TEST FOR 
SYPHILIS * 


CHARLES H. peT. SHIVERS, M.D. 
Assistant Professor of Syphilology, Graduate School of Medicine, University 
of Pennsylvania; Chief of the U. S. Public Health Service for 
the Treatment of Genito-Urinary Diseases 


ATLANTIC CITY, N. J. 


The complement-fixation reaction has proved of great value in the 
diagnosis of syphilis and as a guide to specific therapy. Unfortunately, 
the original method of \WWassermann and his co-workers lacks sufficient 
sensitiveness ; and, as a result of attempts to improve the technic, a 
large number of modifications have come into use. These different 
methods vary in sensitiveness and practical specificity ; for that reason 
portions of the blood of the same person examined in different 
laboratories may yield varying results, lead to considerable confusion, 
and result in undetermining the fundamental and high values of the 
complement-fixation test in syphilis. 

For these and additional reasons a demand for standardization of 
the Wassermann reaction has arisen, and a good start in this direction 
has been made by the exhaustive investigations of Kolmer and his 
colleagues.' These studies have resulted in the elaboration of a new 
antigen * and a new technic* which Kolmer believes may fulfil the 
aims of increased sensitiveness and practical specificity, as well as 
yield a true quantitative reaction of greater value as a serologic guide 
to treatment than afforded by present methods. The new method has 
been employed by Kolmer in the Polyclinic Laboratories of the Gradu- 
ate School of Medicine of the University of Pennsylvania for the 
last two years, and recently Schamberg and Klauder* have published 
the results observed by them in about 2,000 tests. These authors 
found the new Kolmer method distinctly more sensitive tharthe older 
method and highly specific, inasmuch as false positive reactions in non- 
syphilitic subjects were not observed. The new method was found to 
harmonize better with the clinical findings, and its quantitative character 


* Read before the Philadelphia Urological Society, April 24, 1922. 

1. Series of thirty-two papers being published in the Am. J. Syphilis, begin- 
ning 3:1, 1919. 

2. Am. J. Syphilis 6:74, 1922. 

3. Am. J. Syphilis 6:82, 1922. 

4. Medical Clinics of North America, Philadelphia, W. B. Saunders Com- 
pany, 1921, p. 667. 
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permitted a better gage of the effects of antisyphilitic treatment than 
yielded by older methods. 


AUTHOR’S INVESTIGATIONS 


I have had 320 tests made by Dr. Kolmer with the serums of 
private patients whom he was able to study clinically with particular 
care. Each serum was examined by the new method and likewise by 
Dr. Kolmer’s older three antigen method. All serums yielding a positive 
reaction with the new method either had a previous history of syphilitic 
infection or presented clinical evidences of the disease. In no instance 
were falsely positive reactions observed. 

The new test was frequently positive early in the primary stages 
when the old method reacted negatively even with cholesterolized 
antigens. The new test likewise was the first to detect a relapsing case 
and the last to give a negative reaction during treatment. 


REPORT OF CASES 


Case 1—H. L., a man, aged 51, had had a primary lesion twenty years 
ago. He was under treatment for six months at that time with mercury and 
iodids. Two years ago a Wassermann test was made and found to be four 
plus. Following this examination he received four injections of arsphenamin, 
0.6 gm. each. At present there is no clinical evidence of syphilis. The Kolmer 
method gave a moderately positive reaction, while the old method was nega- 
tive. This illustrates the value of the new test in detecting reagin® in the 
blood of a patient with latent asymptomatic syphilis. 

Case 2.—F. C., a man, aged 22, gave no history of a primary infection. He 
had had one attack of gonorrhea with many recurrences. Following his first 
Neisserian infection, he noticed falling of the hair. A Wassermann test was 
made at that time and found to be four plus. He was then given twenty-four 
injections of neo-arsphenamin. At present there are no symptoms except the 
loss of hair. Examination was negative. The Wassermann reaction made on 
Aug. 30, 1920, was weakly positive with the Kolmer method, and negative with 
the old method. After ten injections consisting of 0.6 gm. each of arsphenamin, 
at weekly intervals, combined with inunctions of mercury, 1 dram (3.9 gm.) 
four times a week, the Wassermann test was again made and showed negative in 
both tests. Without further treatment a third Wassermann test was made 
on Feb. 25, 1921, which was weakly positive with the new method and negative 
with the old. The Kolmer method, as illustrated in this case, is the last to 
show a negative reaction while the patient is under treatment, and the first 
to detect a relapsing positive. 

Case 3.—A. J., a man, aged 52, gave a history of a primary lesion thirty-two 
years ago. Secondary symptoms followed. No treatment was received by the 
patient at this time. The only symptoms complained of when the patient 
reported were severe frontal and occipital headaches. This man had been 
treated previously for sinus infection. Examination showed the pupils to be 
slightly irregular, with a sluggish reaction to light. The Kolmer method 


5. Term designated by Neisser for the reacting substance in the blood serum. 
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showed a moderately positive reaction; the old test was weakly positive. This 
patient was entirely relieved of his head symptoms after a few injections of 
neo-arsphenamin. In this case the test gave one more assurance of the cor- 
rectness of the clinical diagnosis. A spinal Wassermann test was not made. 


Case 4.—M. S., a woman, aged 45, gave no history of any infection. The 
first Wassermann test made by the health department of another city showed 
a three plus reaction with all three antigens. This patient had received twelve 
injections before the Kolmer technic was used. The Wassermann test made 
on Oct. 15, 1920, showed a moderately positive reaction with the Kolmer 
method and a weakly to moderately positive reaction with the old method. Fifteen 
injections of neo-arsphenamin were then given at irregular intervals, and the 
Wassermann test on Nov. 3, 1921, was weakly positive with the Kolmer method 
and negative with the old. This persistent positive reaction with the new 
test indicates the necessity for more treatment, at the same time showing 
improvement in the higher dilutions of the patient’s serum. 


Case 5.—S. R., a man, aged 23, reported for treatment on Aug. 24, 1919, 
with a positive prévious history of syphilis. The only symptom he complained of 
was general weakness. The physical examination was negative. The Wasser- 
mann test made at this time showed a four plus reaction with all three antigens 
with the old test. Twenty-four injections of arsphenamin, 0.6 gm. each. were 
given, together with mercury by inunctions and potassium iodid. The Wasser- 
mann test made on Nov. 9, 1920, showed a moderately positive reaction with 
Kolmer’s new method, and a negative reaction with the old. Several more injec- 
tions of arsphenamin were then given; the blood examination following these 
treatments was negative with both tests. This case also showed the slowness of 
the new method to become negative while the patient is under treatment. 


Case 6.—S. M., a man, aged 28, had a primary lesion in June, 1917, or three 
years before he first reported to me for treatment. He had received six injec- 
tions of arsphenamin at that time; there was no history of secondary symp- 
toms. One year ago he noticed that the vision was blurred in his left eye. 
The oculist reported retinal hemorrhages in the macular region. At this time 
he received twelve injections of neo-arsphenamin at weekly intervals. Spinal 
fluid and blood Wassermann tests on Novy. 30, 1920, showed a weakly positive 
reaction with the new method and a negative reaction with the old. In addi- 
tion, in the spinal fluid examination the colloidal gold test showed the syphilitic 
curve; the cell count was normal. This is a case of neurosyphilis of the vascular 
type. in which immediate and intensive treatment was essential; yet the blood 
and spinal fluid reactions were negative with the old method. 


Case 7.—W. H. Mc., a man, aged 20, denied all venereal infections. He 
consulted a physician on account of enlargement of the inguinal glands. 
Examination disclosed a poorly nourished man with general glandular enlarge- 
ment. No other signs of the disease were present. Blood was taken for a 
Wassermann test on April 4, 1921. The Kolmer method showed a weakly 
positive reaction, the old method was negative. It was later discovered that 
the father of this boy contracted syphilis two years before the patient was 
born, and that he had received insufficient treatment. This is a case of con- 
genital syphilis in which the old method was negative with all three antigens, 
and in which the clinical findings were not sufficient to make a diagnosis. 

Case 8.—F. H., a man, aged 28, had a primary lesion of two weeks’ duration; 
the dark field was positive. ~The blood for a Wassermann test was taken on 
the fifteenth day, and the result obtained is very interestitig. The Kolmer 
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method showed a strongly positive reaction, while the old method was weakly 
positive, giving evidence of the earlier positives with the new method. After 
giving seventeen injections of neo-arsphenamin, 0.9 gm. each, with a course of 
mercury, the Wassermann test was again made and showed a weakly positive 
reaction with the Kolmer method, and a negative reaction with the old method. 
The new test later became negative after the patient had received more 
treatments. 

Case 9.—J. S., a man, aged 28, had a primary lesion during the early part of 
September, 1921. Diagnosis was made by dark-field examination. Seventeen 
injections of neo-arsphenamin, 0.9 gm. each, were given at stated intervals. 
Treatment was instituted about two weeks after the appearance of the sore. 
The Wassermann test made by the new method was strongly positive and by 
the old method moderately positive. Mercury was given by inunctions together 
with potassium iodid. The blood Wassermann test was made again on Dec. 
6, 1921, and was negative with both tests. Up to this time twelve of the 
seventeen injections had been given. On Jan. 17, 1922, the patient, while walk- 
ing along the street, had a convulsion, followed by a period of unconsciousness 
lasting several hours. Another attack similar to the first occurred on Feb. 
4, 1922. The blood continued negative with both tests. On Feb. 10, 1922, 
spinal fluid was withdrawn for an examination. The fluid came out with con- 
siderable pressure but was clear. The report showed a cell count of 40 per 
cubic millimeter. The colloidal gold reaction was negative. The Kolmer method 
showed a one plus, or weakly positive reaction, while the old test was nega- 
tive. Treatment was again started with weekly injections of neo-arsphenamin, 
0.9 gm. each, followed every other week by spinal drainage. The patient has 
shown wonderful improvement as to nervousness, mentality and strength. This 
case is of special interest because it shows that Dr. Kolmer’s new method is 
even more sensitive than the colloidal gold reaction in a case of clinical neuro- 
syphilis of the meningeal type. 

The accompanying table briefly summarizes cases from this series in 
which the two methods yielded different reactions ; in every instance the 
results of the new tests have proved correct and consistently indicative 


of superior sensitiveness and specificity. 


SUMMARY 


From the standpoint of the practitioner, the complement-fixation 
test for syphilis should be as sensitive as is consistent with specificity. 
There can be no difference of opinion in regard to the absolute necessity 
for practical specificity, that is, extreme sensitiveness is undesirable if 
it means the possibility of securing falsely positive reactions. This 
point has been kept clearly in mind by Dr. Kolmer, and his efforts to 
improve the sensitiveness of the reaction without at the same time 
running the risk of falsely positive reactions has evidently been realized 
in my experience. This is due in large part to the remarkable antigen 
being employed which in a dose of 10 units is forty or more times 
less than the anticomplementary unit. 

In my experience this increased sensitiveness of the complement- 
fixation reaction for syphilis is highly desirable for the early diagnosis 
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OF DERMATOLOGY 


Test FoR SYPHILIS 


AND SYPHILOLOGY 


Tue ReLaTiIvE EFFICIENCY OF THE KoLMER COMPLEMENT-FIXATION 


Old Method 


Case His-| Clinieal State 
No. tory Find- of the 
ings Disease 

1 _ Latent 


| 


Latent 


3 + Neuro- 

syphilis 
4 Latent 
4 Latent 
Latent 


Neuro- 
syphilis, 
arterial 
type 


6 - Neuro- 
syphilis, 
arterial 
type 

10 -- Latent 

11 Latent 

12 + _ Latent 

+ Multiple | Primary 

chancres, 
15 days’ 
duration 


Amount of Kolmer’s 
Date Treatment Method 
to Date 
8/24/20 4 injections Blood 
of arsphen- 01 = +++ 
amin 0.6 gm. 0.02 = ++ 
0.004 = 
8/30/20 24 injections 
of neo-ars- a = + 
phenamin — 
0.9 gm. = -- 
O01 m+4+4+ 
0.02 = ++ 
0.004 = —_ 
0.02 = 
0.001 = — 
10/15/21 l2injections Blood 
of neo-ars- 0.1 m+4+4++ 
phenamin 0.02 = ++ 
0.00A= + 
0.002 = 
0.001 = 
11/ 3/21 27 injections Blood 
of neo-ars- = 
phenamin on = 
0.9 gm. 0.003 = 
0.02 = 
0.001 = 
11/ 9/21 24 injections Blood 
of arsphen- = +++ 
amin 0.6 gm. oe = 


mercury 


11/30/21 18injections Spinal fluid 
of arsphena- 0.1 
min 0.6 gm. 0.02 
mercury 0.004 


18 injections 

of arsphena- 

min 0.6 gm. 
mereury 


11/30/21 
0.1 
0.02 
0.004 
0.002 
0.001 

Blood 
0.1 
0.02 
0.004 
0.002 
0.001 

Blood 
0.1 
0.02 
0.004 
0.00R 
0.001 

Blood 
0.1 
0.02 
0.004 
0.002 
0.001 

Blood 


9 injections 
of arsphena- 
min 0.6 gm. 


12/ 3/20 


12/ 3/20 


8/ 3/21 


8/12/21 


Blood 


Blood 
Antigen 1 
Antigen 2 
Antigen 3 


Blood 

Antigen 1 
Antigen 2 
Antigen3 — 


Blood 
Antigen 1 
Antigen 2 
Antigen3 — 


+ 


Blood 
Antigen 1° 
Antigen 2 
Antigen 3? 


Blood 
Antigen 1 
Antigen2 — 
Antigen 3 


Blood 

Antigen 1 
Antigen 2 
Antigen 3 


Spinal fluid 
Antigen 1 
Antigen 2 
Antigen 3 


Blood 
Antigen 1 
Antigen 2 
Antigen 3 


Blood 
Antigen 1 
Antigen 2 
Antigen 3 


Blood 
Antigen 1 
Antigen 2 
Antigen 3 


Blood 
Antigen 1 
Antigen 2 
Antigen 3 


Blood 
Antigen 1° + 
Antigen 2 
Antigen 3 


Lossof 
hair | 
0.002 = 
0.001 = — 
: 
= 
020 4+4+4++ 
0.02 =++++ 
0.04—= ++ 
0.02= — 
| — 
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Tue RELATIVE EFFICIENCY OF THE KOLMER COMPLEMENT-FIXATION 
Test FoR SypHILis—(Continued ) 


Case His- Clinical State Amount of Kolmer’s 
No. tory  Find- of the Date Treatment Method Old Method 
ings Disease to Date 
14 rs _ Latent 5/ 5/21 Mercury + Blood Blood 
potassium 01 = +4++ Antigen 1 
iodid, many os= + Antigen2 — 


= — Antigen3 — 


Blood 


ital ot = + Antigenl — 
0.02 => — Antigen2 — 
0.004 = Antigen 3 — 
0.002= — 
0.001 = 
+ + Neuro- 2/10/22 12 injections Spinai fluid Spinal fluid 
syphilis of neo-ars- “ = Antigenl — 
phenamin .2=> — Antigen 2 


0.9 gm. Antigen 3 


13 4. Latent Blood Blood 
= Antigenl — 
0.2 = — Antigen2 — 
0.004 = Antigen3 — 
0.002 = 
0.001 = 
14 + Multiple Primary Blood | Blood 
chancres, 0.1 m++4++ | <Antigenl1* + 
21 days’ 0.02 =++++ | Antigen 2! + 
duration 0.004 = Antigen 3? + 
— 
0.001 = 
15 + ao Paresis 8/20/21 W injections | Blood Blood 
of arsphen- 01 m+4+4+4+ Antigen 1° + 
amin 0.02 = ++ Antigen 2! + 
0004= — Antigen 3! + 
0.02=> — 
0.001 = 
16 -- Latent 1/ 6/22 30 injections | Blood Blood 
2d of neo-ars- Gl = + Antigenl — 
phenamin .2=> — Antigen2 — 


| 
| 
0.9 gm. | 00%= — Antigen3 — 


| 


of syphilis, and more especially for diagnosis in the latent and tertiary 
stages and in congenital syphilis. Furthermore, this sensitive method 
requires more thorough treatment for the eradication of positive reac- 
tions, and I regard this as an important point in view of the tendency 
to undertreat this disease. Negative reactions with the new test have 
been secured by treatment, but considerably more treatment is required 
for this result by the new method than by older methods. 

In my opinion the complement-fixation reaction in syphilis is not 
too delicate, but not delicate enough; as pointed out by Kolmer,® the 
reaction may yield falsely negative reactions in cases of syphilis in 
which the spirochetes are present in such few numbers or in such a 
condition of latency or quiescence that sufficient amounts of “reagin” 
are not being produced in the blood and spinal fluid to yield positive 
reactions. For this reason the complement-fixation reaction for syphilis 


6. Kolmer, John A.: Standardization of the Wassermann Reaction, J. A. 
M. A. 77:776 (Sept. 3) 1921. 
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0.002 = 
0.001 = 
— 
Cini - 
0.001 = 
| 0.002 = — 
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is still apt to err on the negative side and is worthy of further efforts 
toward rendering the test even more sensitive, providing, always that 
it is safely kept within the bounds of practical specificity. 

The quantitative feature of the new test secured by testing each 
serum in varying amounts had likewise proved useful in my experience. 
Of course the question of whether a serum or spinal fluid does or 
does not yield a positive reaction is of primary importance, and treat- 
ment aims to render the reaction negative. But during the course of 
treatment an accurate gage of the progress of reduction of “reagin” 
in the blood is of value and offers distinct encouragement to both 
physician and patient. 

The new method has likewise proved of superior sensitiveness and 
reliability for the examination of spinal fluids, and in a number of 
cases it has yielded true positive reactions with fluids from cases of 
early neurosyphilis when the older method has yielded negative 
reactions. 

CONCLUSIONS 

1. The writer has employed the Kolmer complement-fixation test 
for syphilis in 320 cases—some with a definite history of specific 
infection and presenting clinical evidences of syphilis, others with nega- 
tive histories and presenting no signs or symptoms of syphilis. 

2. The new method has proved a very sensitive and reliable test, 
much more so than the old method, being frequently positive while the 
iatter is negative. 

3. The new method has yielded earlier positive reactions in primary 
syphilis than other methods, and is much slower in becoming negative 
when the patient is under treatment than the old method. 

4. A negative reaction with the Kolmer method is of more value 
when giving a prognosis. 

5. The new Kolmer method has not yielded falsely positive reac- 
tions in nonsyphilitic persons. 

6. The method has been proved more valuable in aiding a diagnosis 
of congenital syphilis in obscure cases than the old method. 

7. The new method marks a distinct and valuable advance in the 
serum diagnosis of syphilis, being much more sensitive and at the same 
time yielding no falsely positive reactions. 


A NAIL TUMOR OF UNUSUAL TYPE* 


RICHARD L. SUTTON, M.D. 


KANSAS CITY, MO. 


In January, 1921, while delivering a clinical lecture before the 
Douglas County Medical Society, at Lawrence, Kansas, I encountered 
a case of nail disorder which was entirely new to me. 


REPORT OF CASES 


Case 1—tThe patient was a young woman, under the care of my friend, 
Dr. H. L. Chambers, and the affection, which involved the nail of the left 
thumb, had been present for about one year. 

There was no history of injury, and, in so far as could be demonstrated, 
the patient was free from syphilis and tuberculosis. 

The earliest noticeable manifestation was a small, hard, rounded, painless 
tumor at the base of the nail. The growth had increased gradually in size 
until it was about 0.5 cm. in height, and 0.7 cm. in width. Coincident with 
its development, a V-shaped groove had appeared in the nail, extending from 
the matrix to the free margin, and gradually becoming broader and shallower 
as it passed outward. The sides of the groove were smooth and glossy, and 
no signs of atrophy or similar change were present. The little tumor was 
pinkish, smooth and hard, insensitive to pain, and free from capillary dilatation. 

The possibility of trauma as an etiologic factor was of course the first sug- 
gestion, but this was positively denied by the patient, who was an exceptionally 
intelligent woman. 

Owing to the character of the lesion, and its location, Dr. Chambers pro- 
posed to excise it, and he promised to forward the specimen to me following 
the operation. He was kind enough to do this, and the accompanying photo- 
micrographs are made from the material supplied by him. 

Case 2.—On April 4, 1921, Dr. H. H. Lane, of this city, referred to me a young 
woman with an identically similar lesion, which involved the nail of the right 
forefinger. In this case, also, no history of trauma could be elicited. The 
presence of the growth had first been noted in July, 1920, and the tumor had 
changed little during the last four months. 

The patient was willing to follow any plan of treatment that might be 
suggested, although she objected to surgical intervention because of the asso- 
ciated pain and inconvenience. Consequently, a small, circular, unscreened 
radium plaque was applied directly to the lesion for a period of one-half 
hour, on three successive days. When the ensuing reaction had subsided, 
the tumor had practically disappeared, and no other treatment was required. 
Figure 1B shows the condition of the nail seven months later. 


HISTOPATHOLOGY 


The original specimen had been hardened, mounted in paraffin, 
sectioned, and stained before it reached me, but owing to the strong 
affinity for eosin, the differentiation was very poor. 


* Read at the Forty-Fifth Annual Meeting of the American Dermatological 
Association, Washington, D. C., May 2-4, 1922. 
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Fig. 1—A, character and location of lesion in Case 2; B, result of radium 
treatment. 


Fig. 2—Photomicrograph of upper portion of tumor. Note slight hyper- 
keratosis, parakeratosis, dilated lymph spaces and hypertrophic nuclei. (100 
diameters. ) 
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1 have submitted the slides to a number of more experienced 
dermatologists and pathologists than myself in this country, but, even 
with their assistance, no definite conclusion regarding the exact nature 
of the growth has yet been reached. 


Description of the Specimen.—The corneous layer was somewhat thickened, 
and there was marked parakeratosis. At many points, the epidermis was lifted 
from the surface of the papillae. This may have been a result of injuries 
incurred during the cutting, or restaining processes, but it was more likely due 


Fig. 3—Horny cell nests at base of lesion. (200 diameters.) 


to the condition of the upper portions of the papillary bodies. In this locality, 
and at many other points in the specimen, there were large collections of 
hypertrophic nuclei in the lymph spaces. The latter were dilated and greatly 
increased in number. Apparently, the blood vessels were little affected, if 
at all. 

Owing to the direction in which the snecimen was sectioned, some of the 
papillary bodies presented an unusual appearance, but this was readily explained 
when the various tissue interrelationships were deciphered. Near the base of 
the nail proper, the corneous material was arranged in peculiar, irregularly 
oval nests. Dr. Fordyce suggested their resemblance to the little horny cysts 
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sometimes seen in healed lesions of pemphigus and in epidermolysis bullosa. 
Dr. William Allen Pusey, who was kind enough to look over the sections, sug- 
gested a resemblance to granuloma pyogenicum. Unfortunately, we did not 
have an opportunity to examine them together, but to me they do not simulate 
granuloma pyogenicum in the least. 

I at first thought that these pearl-like bodies were the most characteristic 
tissue change in the tumor, and for that reason would have placed the growth 
in the keratoma group, but since studying the restained sections, I have con- 
cluded that the lymphatic and nuclear alterations probably are the most repre- 
sentative, and that the corneous changes are simply a result of irregular pres- 
sure, with ensuing disarrangement and malformation of the immature horn cells, 


COMMENT 


The only disorder that I have found described which at all resembles 
the condition in the present case is Polland’s fibromatosis subunguinalis,' 
but judging from a comparison of the illustrations, and from Polland’s 
description of the histopathology, the similarity is only a superficial one. 


DISCUSSION 


Dr. H. H. Hazen, Washington: I have been interested in this paper of Dr. 
Sutton’s because I think we have had a similar case under observation during the 
last winter. This opinion was derived from conversation with Dr. Sutton rather 
than from the talk we have just listened to. In our case the patient had two 
of the lesions, one at the base of the nail, the other at the middle phalanx of the 
finger. This was similar to the digital lesions, except that after they appeared 
they became markedly hardened and keratosed. We used the roentgen ray and 
the lesions disappeared entirely, only to reappear within a few months. The 
lesions were cured by applications of the cautery. No section was made for 
the patient would not permit it. 

It is a question to me whether this is a disease of the nail or of the skin. 
The lesion on the middle phalanx apparently indicates that the disease is not 


associated with the nail. 

Dr. Water J. HiGHMAN, New York: I wish Dr. Sutton would reinterpret 
the pathologic and histologic findings in connection with the clinical findings. 
I, frankly, do not understand them. I have looked at the photograph and at the 
section and find nothing distinquishing in the composite picture. [| do not 
understand what is new abouf it or why it is called a tumor. 


Dr. RicHarp L. Sutton, Kansas City, Mo. (closing): These cases have 
been more or less of a puzzle to me and to a score or more of other dermatol- 
ogists and pathologists who have seen the photographs and examined the 
sections. Dr. Pusey, who was so kind as to examine the slides, suggested that 
the disorder might belong in the granuloma pyogenicum group, but with this 
conclusion I cannot agree. I have done some research work on granulome 
pyogenicum, and the sections from lesions of the two conditions do not in 
the least resemble each other. 


1. Polland: 


Dermat. Ztschr. 23:42-44, 1916. 


Abstracts from Current Literature 


RETICULATED ATROPHY OF THE CHEEKS WITHOUT APPARENT 
FOLLICULAR KERATOSIS AND ACCOMPANIED BY ERYTHEMA. 
Pautrier, Bull. Soc. franc. de dermat. et syph. 29: R.S. 21, 1922. 


There is given an illustrated report of a case of folliculitis ulerythematosa 
reticulata, without the usual follicular keratoses and especially remarkable on 
account of an erythematous border which extended onto the apparently normal 
skin. The condition, in a boy of 17 years, was of three years’ duration. No 
biopsy had been made. 


A NEW CASE OF CHRONIC CIRCUMSCRIBED NODULAR LICHENI- 
FICATION. Paurrier, Bull. Soc. frang. de dermat. et syph. 29: R.S. 25, 
1922. 


This condition, generally known as lichen obtusus corné, had been present 
for twenty-two years in a woman, aged 40 years; only the extremities were 
affected. In a recent article by this author (Ann. de dermat. et syph., Feb., 
1922), the differences between this condition and lichen planus have been brought 


out, and this case further emphasizes them. , 
ParkKHursT, Toledo, Ohio. 


CONCERNING TUBERCULINS AND VACCINES OF COLD-BLOODED 
ANIMALS IN DERMATOLOGY, AND SOME THERAPEUTIC 
EXPERIENCES. HusscHMann, Ceska dermat. 3:115, 140, 177, 1922. 


The author discusses all the known forms of tuberculins, various methods 
of application, the nature and types of tuberculin reactions and therapeutic 
methods used. From the diagnostic standpoint, the best results were obtained 
by a modification of the Pirquet-Petreoschky method: a double scarified cross 
was used; it gave a large percentage of positive, well pronounced reactions. 
In dermatology, vaccines and tuberculins play, therapeutically, an important 
role as accessory measures to medicinal and phototherapy. Good results are 
reported in tuberculosis of the mucous membranes, where subjective symp- 
toms were promptly relieved. For ambulatory cases the author recommends 
Ponndorf’s inunction method. Weleminsky’s tuberculomucin given in injec- 
tions was unsatisfactory; when used in form of compresses it usually stimu- 
lated an abundant growth of granulation tissue (in scrofuloderma). 

Chelonin (turtle vaccine) was not found to be a specific. Its beneficial 
effect on skin tuberculosis cannot, however, be denied. It has an advantage 
over the old tuberculin as it causes a less severe reaction and has a longer 
period of activity. 


INTRACUTANEOUS INJECTIONS OF A MILK PREPARATION. 
GAWALOwSKI, Ceska dermat. 3:147, 1922. 


A milk preparation for intracutaneous injections causes—like many other 
foreign proteins—an acute inflammatory reaction in chronically diseased areas, 
thus increasing their vitality. At the skin clinic in Prague a milk preparation 
was used in sixteen cases of deep parasitic sycosis with good results. It 
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might be of value especially to a country practitioner to whom roentgen rays 
and specific trichophytin are inaccessible. From 0.2-0.5 c.c. doses were used 
to produce a local reaction. The dose was repeated after the first reaction 
subsided. From two to eight doses are necessary. Patients with chronic 
sycosis coccogenes were not benefited. 


ETIOLOGY AND HISTOGENESIS OF NEVI. 
1922. 


An elaborate and painstaking review is given of all known theories on the 
subject which so far remains undecided. 


Kocoz, Ceska dermat. 3: 169, 


Spinka, St. Louis. 


ACUTE LUPUS ERYTHEMATOSUS. 
Wehnschr. 74:129 (Feb. 11) 1922. 


The nosologic situation of lupus erythematosus is still disputed. The 
author divides the acute form into three types: lupus erythematodes dis- 
seminatus Kaposi, appearing without systemic disturbances and differentiated 
from chronic discoid lupus erythematosus by the greater number of circumscribed 
patches, the scaling tendency and its localization; lupus erythematodes dis- 
coides acutus Kaposi, an acute outbreak on a previously existing typical discoid 
lupus erythematosus, often accompanied by severe fever and a multiform 
exanthem of an erythematous, hemorrhagic, vesicular, bullous or crusted 
nature; true lupus erythematodes acutus, analogous to the preceding without 
the antecedent or subsequent appearance of chronic lupus erythematodes dis- 
coides. He suggests that the weight of evidence is against a tuberculous 
etiology of the disease, and favors a still unknown invader—possibly the 
streptococcus. 


L. Gorrt and Voict, Dermat. 


Anprews, New York. 


CHROMATOPHORE QUESTION. B. Biocn, Dermat. Ztschr. 34:253 (Oct.) 
1921. 


One must differentiate two types of pigment containing cells in the cutis 
of man and other suckling animals. The first of these is represented by the 
ordinary chromatophores. They lie in the papillary body and in the upper 
cutis, and also lower in instances of deep pigmentation, although in fewer 
numbers. These cells never take the Dopa reaction, which acts as a differ- 
entiation with other epidermal cells, and with the second type of pigment 
containing cell. 

The second type of pigment cell in the cutis is very different from the first 
type. In many of the apes, this second type dominates the pigment picture 
of the skin. In man, this type is seldom encountered (occasionally in the skin 
of the neighborhood of the sacrum, and as Jadassohn has said, in the “blue 
nevi’). On the other hand, this type is always found in the sacral region of 
the new-born, especially among Mongolians, in which cases they form the 
so-called “Mongolian spot” which is evidently an atavistic remainder of our 
ape family forebears. The Mongolian cells lie deep in the cutis, and are dis- 
tinguished from the other cells and the chromatophore cells by their shape, 
and by the fact that they take the Dopa reaction; in other words, they are 
pigment builders. 


CEREBROSPINAL FLUID FINDINGS IN PRIMARY SYPHILIS. 
R. Friuwaip, Dermat. Ztschr. 34:263 (Oct.) 1921. 


The cerebrospinal fluid of 140 seronegative primary syphilitic patients was 
examined. Pathologic changes were evident in fifteen, or 10.7 per cent. of 
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these. Increase of cells was present in three cases; and in nine there was 
increase in globulin; two gave positive Wassermann reactions; and one showed 
increased number of cells and increase in globulin. The increase in globulin 
was the most marked finding. The cell increase was not so great and was 
a little above normal. The Wassermann reaction was never strongly positive, 
but was reported one or two plus. 

The seropositive primary syphilitic patients examined numbered 283. Patho- 
logic fluids were found 48 times, or in 17.3 per cent. There was increase in 
cells 15 times; increase in albumin, 16 times; 3 positive Wassermann reactions ; 
increase in cells and albumin 12 times; increase in cells and a positive Was- 
sermann reaction once; increased globulin and a positive Wassermann reaction 
once. The increased globulin again shows itself to be the most frequent change 
encountered. 

A similar condition was found in a group in whom the serum Wassermann 
test was not performed. 

The colloidal gold reaction was performed in twenty-four cases of sero- 
negative primary syphilis; once there was a “trace”; twice a weak reaction; 
once a weakly positive reaction; and a negative reaction twenty times. Seventy- 
eight seropositive primary syphilitic patients were given the colloidal gold test, 
among whom twenty-four showed a “trace”; fifteen gave positive and thirty-nine 
negative reactions. 


SILVER ARSPHENAMIN. H. Pianner, Dermat. Ztschr. $4:271 (Oct.) 1921. 


Silver arsphenamin is undoubtedly an energetic arsphenamin preparation. 
Spirochetes disappear rapidly from serum procured by teasing lesions, and 
there is a prompt regression of the syphilitic manifestations. The influence on 
the Wassermann reaction is also satisfactory, although somewhat slower than 
following the combination of neo-arsphenamin and mercury. Although the 
number of cases observed was too small to enable the author to make definite 
statements it has appeared that the permanence of the effect on the serology 
was similar for the two drugs. The results of the so-called abortive cure of 
syphilis in Planner’s hands have not been as favorable as results reported by 
others. By-effects have been more frequent than following the injection of 
neo-arsphenamin, almost harmless, and most often expressed by fever, a feeling 
of malaise, angioneurotic syndromes and erythema. Still, severe by-effects 
have also been noted which do not differ from similar severe reactions of 
the other arsphenamins. The technic is a complicated one, much more so 
than with neo-arsphenamin. It should be a consideration also in practice 
that a larger number of injections of silver arsphenamin are required than 
with neo-arsphenamin. Further study is needed before one can state the opti- 
mum dosage and interval of injections. It is not known either whether mer- 
cury in combination with silver arsphenamin would improve the results obtained. 


A PEMPHIGOID PYOCYANEOUS INFECTION RESEMBLING SMALL- 
POX IN AN INFANT. E. Zurwe te, Dermat. Ztschr. 34:300 (Oct.) 1921. 


A pure culture of the B. pyocyaneous was grown from lesions in the skin 
of a 3 month old child, who had a rise in temperature and skin lesions of 
the abdomen when it came under observation. The primary lesion was a 
papule, with development into pustules. There were no mucous membrane 
lesions. Necropsy was refused so that the pathogenesis was not revealed. 
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ARSPHENAMIN ERUPTION. A. StUuMer, Dermat. Ztschr. 34:304 (Oct.) 
1921. 


Every by-effect of the injection of arsphenamin, including the skin erup- 
tions, is due not to the arsphenamin itself but to some product formed during 
the manufacture or solution, or in the injected organism. Stiihmer classifies 
the conditions of the skin following the injection’of arsphenamin as: 1. Acute 
vasotoxic arsphenamin dermatitis. This type appears within a few hours or at 
most one or two days after the injection. All types of acute urticarial and 
erythematous lesions are classified with this group. 2. Subacute anaphylactoid 
arsphenamin dermatitis. This type appears from six to twelve days after the 
first arsphenamin injection. That the eruption appears between the second 
and third injection is only apparent, and there is no connection between these 
and the dermatitis. Stthmer believes that this is due to the formation of 
arsphenamin-oxid-protein bodies (oxytoxin). 3. Chronic arsphenamin derma- 
titis. This type is divided into (a) early form, and (b) late form. The early 
form may appear toward the end of the arsphenamin course, perhaps at the 
fifth or sixth injection, and the late form may appear from several weeks to 
two or three months after the end of the arsphenamin course. These forms 
represent the most severe skin injuries due to arsphenamin. They may appear 
as apparently benign erythematous eruptions, possibly follicular, often urti- 
carial. The eruption is quickly transformed into the ordinary dermatitis, 
“erythrodermia,” scale formation, hyperkeratosis, changes of the nails and 
hair, and finally pyodermic processes which give rise to grave disease pictures. 


EPINEPHRIN IN DERMATOLOGY. J. K. Mayr, Dermat. Ztschr. 34:317 
(Oct.) 1921. 


This is a preliminary report on the effect of epinephrin which gives the 
reaction of this drug on the normal skin. As is well known, subcutaneous 
injection calls forth a local, irregularly circumscribed area of goose flesh and 
anemia. The blood pressure rise and fall was also measured, and charted. 
The white blood cells are increased in the first few hours with an absolute 
fall in the count of the polymorphonuclears. After an hour or two this increase 
decreases. The effect of epinephrin in seventy patients with dermatoses gave 
the normal reactions in only a third. The atypical reactions included both 
phases of the blood picture and modification of the blood pressure curve. 
Observations of the therapeutic action of epinephrin on dermatoses is reserved 
for further contributions. 


EPIDERMAL BASAL MEMBRANE. 5S. Born, Dermat. Ztschr. 34:324 
(Oct.) 1921. 


The conclusion is reached that the so-called basal membrane exists between 
the epidermis and cutis formed of bundles of connective tissue. This mem- 
brane is connected to the cutis by innumerable little bundles, but no such con- 
nections are sent out to the epidermis. 


TEN YEARS OF ARSPHENAMIN THERAPY AT THE SKIN CLINI¢ 
AT BONN. E. HorrMann and O. MercetsperGc, Dermat. Ztschr. 35:1 
(Nov.) 1921. 


This is a review of the results of treatment of the patients under observa- 
tion for primary and secondary syphilis. Every effort was made to obtain 
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the late results by consulting records of the clinic, hospital, private office, 
advisory clinic, investigation of births, health of children, stillbirths, Was- 
sermann reactions and provocative procedures. The therapeutic procedures 
are outlined. In the consideration of abortive treatment of primary seronega- 
tive syphilis, only those cases were entered in which no Wassermann reaction 
ever changed to positive, although the serologic reaction was performed at 
every arsphenamin injection. There were 176 seronegative patients with pri- 
mary syphilis, of whom ninety-one were followed for ten years. Of thirteen 
of these patients treated with old arsphenamin, seven had received the drug 
intramuscularly, and six had received intravenous injections. Mercury was 
also given. There was one clinical recurrence in this series (after 0.5 gm. 
arsphenamin intramuscularly and one mercury course). Sodium arsphenamin 
was used in sixty-six patients, with mercury rubs and by injection. There 
were two serologic remissions and one clinical recurrence. One of the patients 
with serologic remission was later found not to be an example of abortive 
treatment since the patient had received two previous courses with an initial 
positive Wassermann reaction. Silver arsphenamin was used without mercury 
in eleven patients, and after two years no recurrence or remission has been 
noted. Of the total ninety-one patients, recurrence could be said to have 
occurred in four, or 4.4 per cent. Reinfection was observed in four patients 
of this series. 

There were 354 patients treated in the seropositive primary stage of syphilis, 
of whom 160 were followed. Thirty-nine had been treated with old arsphena- 
min, and nineteen of these had received only one or two intramuscular injec- 
tions with a mercury course. Of the nineteen, four had had clinical recur- 
rence, and of the twenty treated with intravenous arsphenamin, three had had 
clinical recurrences; but there were extenuating circumstances, such as pro- 
longed intervals between injections. Few patients were treated with large 
doses of neo-arsphenamin, with one recurrence after four months. Sodium ars- 
phenamin was injected into eighty-nine patients with thirteen serologic recur- 
rences and seven clinical recurrences. In eight cases of recurrence, there had 
been prolonged intervals (over fourteen days) between injections, and in others 
the individual doses were too small (begun with 0.3 gm.), and the total 
dosage was less than 5 gm. However, there still remained three patients 
showing recurrence who had received the full course, including mercury 
Silver arsphenamin had been used in nineteen patients with seropositive pri- 
mary syphilis with records of two serologic and one clinical recurrence. The 
serologic recurrences followed 2.2 gm., and the clinical recurrence 1.3, gm. 
without mercury. Reinfection following intensive treatment of seropositive 
primary syphilis was recorded four times. Summing up seropositive primary 
syphilis, one finds recurrence thirty-one times in 160 patients, or 18.7 per cent., 
as compared with 4.4 per cent. for persons with seronegative primary syphilis. 
This led to the conclusion that such patients should receive two courses; 
experience showed the value of this if the second course was begun when the 
Wassermann test was still negative, but if the Wassermann test was positive, 
a second reversal of the Wassermann test to positive after the course was to 
be expected. 

Of an immense number of patients with secondary syphilis treated: with old 
arsphenamin, only twenty-five were followed for from six to ten years, and 
all were found to have a negative Wassermann reaction, and with no organic 
lesions of syphilis. Seventeen patients were treated with one course of old 
arsphenamin, from four to six injections, one patient with seven, and a good 
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mercury course. In half the series the Wassermann reaction had been reversed, 
but no difference could be detected from six to ten years later. The same 
results were found for patients treated with neo-arsphenamin, and examined 
from eight to nine years later. On the other hand, patients who did not 
complete the course of treatment in the secondary stage gave numerous clin- 
ical and serologic recurrences. A number of patients have positive serologic 
reactions which cannot be influenced by treatment. The negative Wassermann 
reaction does not exclude possibilities of clinical lesions for recurrent sec- 
ondary infections have been seen when the Wassermann test was negative. 
Silver arsphenamin has been used in fifty patients. Of eighteen seen later, 
eight had negative Wassermann reactions, four had serologic recurrence, and 
two had weakly positive Wassermann reactions; two other patients had had 
positive Wassermann reactions throughout the first series of treatments, and 
this positive Wassermann reaction was existent at the beginning of the second 
course. There was a clinical recurrence after six months (twelve silver ars- 
phenamin, two mercury injections and ten rubs); also one neurorecidive two 
months after receiving fourteen silver arsphenamin injections (total of 3.35 
gm.) but no mercury. Patients treated with two courses of silver arsphenamin 
have not yet appeared for reexamination. 

There is much discussion of theoretical possibilities in treatment, many 
.notes of historical interest, and observations of considerable value on reactions 
and difficulties of follow up work. There are numerous tables. The article is 
forty-three pages in length. 


GoopMAN, New York. 


ARTIFICIAL COMPLEMENT. Liesermann, Deutsch med. Wehnschr. 47: 
43, 1921. 


To prepare this complement 2 c.c. of a fresh mixture of 5 c.c. of a 0.1 
per cent. methyl alcohol-sodium oleinate solution and 1 c.c. of a 0.1 per cent. 
methyl alcohol-calcium chlorid solution are added in drops to 3 c.c. of an 
inactivated 1:10 diluted normal rabbit serum. With this artificial com- 
plement hemolytic immune bodies are activated as with a natural complement. 


SKIN ERUPTION DUE TO THE HAIRS OF THE CATERPILLAR. 
Marcotty, Deutsch. med. Wehnschr. 47:1015, 1921. 


The author discusses the formation of tubercle-like nodules around the os 
frontale of a boy who had rubbed caterpillar hairs into his eye. The hairs 
were found deep in the subcutaneous tissue. There was regression of the 
nodules in six months. 


DISEASES OF THE SKIN FROM PUS COCCI (STAPHYLODERMA). 
Unwna, Deutsch. med. Wcehnschr. 47:1251, 1921. 


The painfulness of perifolliculitis, furuncles and carbuncles is due to toxin 
tension in the hair follicles. In the abscesses of sucklings the pains are much 
less severe as the skin is soft and gives way. Staphylococci are found chietly 
in the “reducing loci” (Reduktionsorte) of the skin. The reducing toxin which 
they produce kills the leukocytes by abstraction of oxygen. 


THE ANTIGEN PROPERTIES OF ORGANOLIPOIDS. 
Deutsch. med. Wehnschr. 47:1284, 1921. 


NIEDERHOFF, 


Experiments proved that pure lipoids do not possess antigen properties in 
the sense of hemolysis and lipoid flocculation. This is contrary to the theory 
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of Wassermann who believes that the antibodies in the serum of a syphilitic 
patient whose reaction is positive are of lipoid origin. 


NONCONTAGIOUS ERUPTIVE FEVERS. Kuopicke, Fortschr. d. Med. 38: 
263, 1921. 


This article contains a description of a new disease discovered in Portu- 
guese East Africa. Chills, headache, conjunctivitis and swelling of the spleen 
are followed by the development of pea-sized reddish spots similar to the 
eruptions in measles. The patient’s temperature is from 38 to 40 C. (100.4 to 
104 F.). After the fifth day the eruptions begin to disappear. From the 
seventh to the tenth day there is a crisis or lysis. The prognosis is favorable. 
The author proposes the name “inuga fever.” 


AHLSWwebE, Hamburg, Germany. 


A CASE OF ACNITIS. L. Bussatat, Gior. Ital. mal. ven. 58:40 (Feb.) 1922. 


The author reports a case of acnitis. He is in favor of the theory of the 
toxic origin of tuberculids. 


A RARE CASE OF EXTRAGENITAL CHANCRE, G. Narp1, Gior. Ital. 
mal. ven. 58:58 (Feb.) 1922. 


The author reports a case of syphilitic chancre of the scalp. The patient 
had been bitten on the head during a fight with two other men. 


Parpo-CastELLo, Havana. 


FOLLICULITIS DECALVANS PROFUNDA. 5S. Haciwara, Japan, Ztschr. 
f. Dermat. u. Urol. 24: No. 6, 1921. 


The usual pathology and bacteriology were reported in a case of folliculitis 
decalvans. 


LUPOID SYCOSIS. K. Naxkacawa, Japan. Ztschr. f. Dermat. u. Urol. 212: 
No. 7, 1921. 


The author reports a case of lupoid sycosis of thirteen years’ duration 
involving the face and temporal regions of the scalp. Smears and cultures 
of pus from new lesions and from roots of hairs revealed Staphylococcus 
pyogenes aureus. Repeated histologic examinations revealed early degeneration 
of the collagen fibers with no changes in the elastic fibers in fresh inflammatory 
lesions. The reverse is true in sycosis vulgaris. He thinks that this is due 
to a specific action of the Staphylococcus albus. He agrees with Brocq and 
Arndt in calling lupoid sycosis a distinct clinical entity. 


THE ACTION OF MERCURY IN SYPHILIS; ITS EFFECT ON ALBU- 
MIN AND CASTS IN THE URINE. Surnzo Isuimara, Japan. Ztschr. 
f. Dermat. u. Urol. 21: No. 7, 1921. 


The author noticed fatigue in patients receiving mercury salicylate injec- 
tions. The urine of many of these contained albumin and casts. He studied 
the effect of mercury in 138 patients with syphilis and found that male and 
female Japs of average weight showed no ill effects after ten injections of a 
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10 per cent. mercury salicylate emulsion. Albumin and casts were found after 
a course of twenty injections. He recommends small doses of mercury for 
the treatment of syphilis. 


URTICARIA PERSTANS. S. Donut, Japan. Ztschr. f. Dermat. u. Urol. 21: 
No. 8, 1921. 


A report is made of five cases of urticaria perstans. The author agrees 
with Kreibich in differentiating urticaria perstans papulosa from urticaria per- 
stans verrucosa. The size of the lesions in the first condition varies from 
that of a lentil to that of a pea. The lesions are quite hard and are situated 
mostly on the trunk and extremities. The size of the lesions in the second 
condition vary from that of a pea to that of a hazelnut. These lesions are 
very hard and appear chiefly on the extensor surfaces of the extremities. 


A SPECIAL FORM OF SEPTIC TOXICODERMA (ERYTHEMA SEPTI- 
COTOXICUM). C. Tanimura, Japan. Ztschr. f. Dermat. vu. Urol. 21: 
No. 8, 1921. 


In this condition the first lesions appear on the mucous membrane of the 
uvula, tonsils, soft and hard palate, pharynx and larynx. Later the mucous 
membranes of the cheeks, tongue and lips are involved. The skin of the ears, 
neck, scalp and extensor surfaces of the extremities are subsequently attacked. 
The trunk is usually spared. 

On the mucous membranes the lesions consist of swollen red and white 
patches, erosions and small swellings. On the skin they are in the form of 
dark red, pea to walnut sized macules with small, hard papulopustules in the 
middle. At the onset there is a rise in temperature accompanied by malaise, 
headache, albuminuria and finally prostration. With amelioration of the gen- 
eral symptoms the macules and pustules fade leaving pigmented areas. Crops 
of the lesions may be noticed. The condition is a septicoderma resembling 
impetigo herpetiformis and erythema multiforme. The causative agent is 
unknown. Good results in treatment were obtained with calcium chlorid injec- 
tions, a proprietary electric colloid silver solution and inunctions with soluble 


silver salves. 
Levin, New York. 


VINCENT’S ANGINA WITH SPECIAL REFERENCE TO THE 
BLOOD PICTURE. Tarnow, Med. Klin. 17:34, 1921. 


The disorder has not only a topical effect but also stimulates the activity 
of the bonemarrow. 


THE GENERALIZATION OF CUTANEOUS VACCINATION WITH 
SPECIAL REFERENCE TO THE GONOCOCCAL CUTANEOUS 
VACCINATION. Scumipt-La Baume, Med. Klin. 17:43, 1921. 


The author applied the Ponndorf method to other infectious diseases, 
particularly to such as respond with difficulty to subcutaneous vaccination, 
such as gonorrhea. The skin was scratched and the gonococcal vaccine rubbed 
in with distinctly better therapeutic results than by intravenous or intra- 
muscular administration. 
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APPLICATION OF FLAVICID IN DERMATOLOGY. Katimann, Med. 
Klin. 17:49, 1921. 


The acridinium dye flavicid (acriflavine) proved superior to tincture of 
iodin and equally as effective as cinnabar ointment in impetigo, pustular 
eczemas, furunculosis and sycosis parasitaria. The antipruritic and epithelizing 
effects were marked. Stains on linen were removed with hot soapy water. 


SCLERODERMIC DYSTROPHIA. Curscumann, Med. Klin. 17:1223, 1921. 


The author discusses the importance of pluriglandular insufficiency with 
regard to the general symptoms accompanying scleroderma, such as asthenia, 
asthma cachexia and anemia. Pluriglandular insufficiency is not the cause of 
scleroderma, but both are the coordinated consequence of a primary damage 
to the nutritive center and of the domination of the endocrine system by the 
Scleroderma is a tropho-angio-neurosis of central origin. 


sympathetic nerve. 


TECHNIC OF INTRAVENOUS INJECTION AND MERCURIC CHLO- 
RID INJECTION TREATMENT OF VARICES. Mopber, Med. Klin. 
17:1292, 1921. 


The best treatment of ulcus cruris varicosum is to obliterate the varices by 
injecting mercuric chlorid according to the method of Linser, and then apply- 
ing Unna’s glycogelatin dressing. At one treatment not more than one injec- 
tion of 1 to 2 c.c. of a 1 per cent. solution of mercuric chlorid was given. 


SILVER 


ERYSIPELAS WITH 16 PER CENT. 


Med. Klin. 17:1299, 1921. 


TREATMENT OF 
NITRATE.  Hirscu, 


The lesions are painted once well into the healthy surrounding part with 
16 per cent silver nitrate. Slight pains are unavoidable. From six to eight 
days later desquamation occurs. There were only 3 per cent. of recurrences 
in 120 successfully treated patients. 


SUCCESSFUL ABORTIVE TREATMENT OF SYPHILIS WITH SILVER 
ARSPHENAMIN BASED ON TWO YEARS’ EXPERIENCE. 
EnGLeson, Med. Klin. 17:1323, 1921. 


Engleson administers silver arsphenamin without synchronous mercury 
medication. He injects at three or four day intervals, twice 0.15 gm. and twice 
0.2 gm. Then he injects three times 0.25 gm. at five or six day intervals 
and finally three times 0.3 gm. also at five or six day intervals. Not less 
than 2 gm. are necessary for one “course.” The injections should be made 


slowly, requiring at least two minutes. 


THE EVALUATION OF THE LINSER METHOD IN THE TREAT- 
MENT OF SYPHILIS. E:cke and Rosr, Miinchen. med. Wchnschr. 68:45, 
1921. 


medication alone. The clinical symptoms were not influenced with more 


advantage than with arsphenamin alone. 


4 

Spirochetes do not disappear from lesions as quickly as in arsp__REEEED : 
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PROTEIN BODY TREATMENT. ScuitrenHecm, Miinchen. med. Wehnschr. 
68:46, 1921. 


The author advises protein treatment in chronic infectious disorders. The 
proteins gained from milk are particularly effective in the treatment of 
ophthalmic disorders. The dosage requires attention. The author has not 
seen anaphylactic reactions or disturbances. The proteins act by “activation 
of the protoplasm” (Weichardt). 


THE NEW SIMPLIFIED SYPHILIS FLOCCULATION REACTION ° 
(TURBIDITY REACTION) AFTER DOLD. PoeEHLMANN, Miinchen. 
med. Wehnschr. 68:1350, 1921. 


Dold asserts that his method gives macroscopically visible results as early 
as three or four hours after the reaction. Poehlmann tested the method and 
found that twenty-four hours are necessary, as well as the aid of an agglutino- 
scope to avoid mistakes. Otherwise the reaction is very exact and almost cor- 
responds to the Sachs-Georgi method. Dold’s reaction has the disadvantage 
of requiring more serum and nearly double the quantity of extract. 


THE SPINAL FLUID CURRENT AND THE HOMOGENEITY OF THE 
CEREBROSPINAL FLUID. Watter, Miinchen. med. Wehnschr. 68: 
1352, 1921. 


Walter discusses the source of the spinal fluid. He believes it is a secre- 
tion of the meninges or of the medulla itself. The composition of the fluid 
is not homogeneous. There is consequently no active spinal fluid current. 
The fluid forms various layers as it were. This also explains some hitherto 
incomprehensible observations, such as the absence of lymphocytosis in some 
cases of progressive paralysis as well as a negative spinal fluid reaction in 
multiple sclerosis. 


DEMONSTRATION AND ACTION OF EXTRACT LIPOIDS IN THE 
VARIOUS FLOCCULATION REACTIONS. Niepernorr, Miinchen. 
med. Wcehnschr. 68:1419, 1921. 


Examination of the flocculae showed that only one eighth of the lipoid 
quantity consists of globulin. As to the theoretical explanation of the floccu- 
lation process, the author believes that the appearance of the flocculae is 
chiefly due to the desiccation of the extract lipoids through abstraction of water. 


AHLSwepE, Hamburg, Germany. 


PROTEIN THERAPY IN DERMATOLOGY. G. A. Amprosott, Osp. magiore 
9:232 (Oct.) 1921. 


The author has employed nonbacterial proteins in the treatment of several 
skin diseases. He has used intramuscular injections of peptone, deuteralbumose 
and sterile milk. The results have been favorable in Duhring’s disease, eczema, 
pemphigus, lichen planus, furunculosis and dermatitis seborrheica. In psoriasis 
and parapsoriasis there was no improvement with this treatment. 
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CEREBELLAR ATAXIA IN JUVENILE HEREDITARY PARESIS. 
A. Durour, Osp. magiore 9:293 (Nov.) 1921. 


The study of the author’s case and the review of the literature suggest that 
early ataxic symptoms of cerebellar type are very frequent in juvenile paresis. 
According to Dufour, this may serve to make the differential diagnosis with 
general paresis of acquired syphilis. 


ARTHRITIS IN THE AGED AS THE ONLY MANIFESTATION OF 
SYPHILIS. R. Orteca, Prensa med. Argentina 8:277 (Jan.) 1922. 


The author presents four cases of chronic arthritis which had lasted for 
several years, in patients from 60 to 84 years of age. All were cured by 
specific therapy. No other signs of syphilis could be detected. 


Parpo-CastTELLo, Havana. 


Presse 


FRENCH SOCIETY OF DERMATOLOGY AND SYPHILOLOGY. 
méd. 6:64 (Jan.) 1922. 


Tuberculin Therapy.—Drs. Chevalier and Blamontier presented a woman who 
had consulted them about papulonecrotic tuberculid of the legs accompanied by 
two subcutaneous gummatous nodosities and chilblain ulcers of the toes. These 
lesions yielded in eight days to three injections of tuberculin. 


Normal Number of Lymphocytes in the Spinal Fluid—Dr. Leredde esti- 
mated that 3 lymphocytes per cubic millimeter, ordinarily admitted as patho- 
logic, is too high, and that even one lymphocyte per cubic millimeter should 
be regarded as pathologic. 

Application in Dermatology of Tar and of the Essence of Cedar of Marocain 
Atlas—Drs. Lepinay and Massy presented some specimens of tar and of the 
essence of cedar. Liquid tar, as oil of cade, may be utilized in glyceroles or 
ointments, or be employed pure. 

They believe that the essence of cedar is just about as good as oil of cade, 
without the objectionable odor of tar. It is indicated in any dermatosis that 
is scaly and infiltrated. 

Bismuth Stomatitis—Drs. Milian and Perin presented several patients who 
had been treated at close intervals with several injections of insoluble salts 
of bismuth. Some of these patients presented lesions of stomatitis analogous 
to those which Dr. Balzer had provoked experimentally in 1889 in the dog. 
There were three degrees of stomatitis: a simple gingivitis, gingivitis with com- 
plications and gingivitis with ulcerations. One occasionally saw some slate col- 
ored pigmented spots on the buccal mucosae, soft palate and tongue, suggesting 
Addison’s disease. The pigment was deposited on the summit of the papillae 
and was bismuth as shown chemically. The urine was black and was proved 
to be due to bismuth. 

Dr. Hudelo said that he had observed serious lesions of stomatitis in 30° per 
cent. of the cases. Bismuth stomatitis has less salivation than mercurial 
stomatitis. 


Dr. Milian has observed some general symptoms occurring from injections 
of bismuth; general fatigue, anorexia, headache. 

He employed bismuth in some patients who resisted arsenical and mercurial 
treatment and obtained some good results. In a patient who had a positive 
Wassermann reaction for two years, in spite of arsenic and mercury, seven 
injections of bismuth was sufficient to produce a negative Wassermann reaction. 
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The Employment of Soluble Bismuth-Tartrate in the Treatment of Syphilis. 
—Drs. Jeanselme and his associates have employed a soluble preparation of 
potassium and sodium bismuth tartrate in glucose solution in the treatment of 
syphilis. The injections were made intragluteally, in a dose of 10 centigrams 
every two days. It is important not to inject the drug into a blood vessel. 
Experimentally, an injection of 10 centigrams intravenously in a rabbit will 
cause instant death. In man an attack of syncope is produced if only a small 
amount of the injection gets into the blood stream. The presence of bismuth 
is established in the urine, saliva and cerebrospinal fluid some hours later by 
the reaction of Leger. 

The action of this drug on primary and secondary syphilis is very satis- 
factory; it is identical with the insoluble preparations. In a case of secondary 
syphilis, in poor general health and headache, the symptoms disappeared after 
the fifth injection. The Wassermann reaction has not been changed during 
the treatment, which has not been continued for longer than a month, in the 
thirty patients under treatment. 

These injections are painless and give rise to no nodosities. In forty per 
cent. of the cases one notices slight buccal mucosae changes. 

Dr. L. Fournier spoke very favorably of the insoluble salts of bismuth. He 
did not approve of the use of soluble salts of bismuth because of their extreme 
toxicity. He believed that the gingivitis could be controlled by smaller doses 
and well spaced. He has never observed albuminuria. 

Transmission to Man of the Sarcoptic Itch of the Dog—Dr. Thibierge 
points out that this itch is more frequent than one suspects. The lesions in 
man are characterized by localized nodules on the face, flexors of forearms, 
thorax and abdomen. One does not find furrows interdigitally nor scaling 
lesions. The finding of the sarcoptes in dog is quite difficult; it is necessary to 
scrape deeply to discover it. 
THE TREATMENT OF SYPHILIS WITH BISMUTH SALTS. J. Cesrian, 

Prog. Clin. 10:320 (March) 1922. 


The bismuth salts, introduced in syphilography by Levaditi and Sazerac, 
are powerful spirocheticides. The severe nitritoid reactions and the late 
accidents observed after arsenical therapy are not produced by the bismuth 
preparations. Another advantage is the fact that the latter permeate the 
meninges and therefore have a direct action on the nervous system. The com- 
pounds that have been used are the tartrobismuthate of sodium and potassium, 
the hydroxid of bismuth and the iodobismuthate of quinin. Bismuth injections 
produce severe stomatitis and sometimes marked asthenia. Dr. L. Fournier 
of the Hopital Cochin in Paris is using iodobismuthate of quinin exclusively 
instead of the arsenical compounds. 


EXPERIMENTAL STUDIES ON THE INFECTIOUS NATURE OF 
HERPES. R. Vecni, Riforma med. 38:270 (March) 1922. 


The author succeeded in reproducing herpes by inoculating the contents 
of the vesicles of herpes labialis into the cornea of rabbits. He concludes that 
herpes may be transmitted indefinitely from rabbit to rabbit when inoculated 
into the cornea; that rabbits thus inoculated die from encephalitis in 83 per 
cent. of the cases; that brain material from infected rabbits may reproduce 


. 


ABSTRACTS FROM CURRENT LITERATURE 367 


the disease when inoculated into the cornea; that the surviving animals are 
immune to a new inoculation; and finally that the virus of herpes is a filtrable 
germ which is destroyed at 50 C. 


GHILARDUCCI’S METHOD FOR THE UTILIZATION OF SECONDARY 
ROENTGEN RAYS. C. Guarini, Riforma med. 38:361 (April) 1922. 


Ghilarducci’s suggestion that secondary roentgen rays produced when the 
direct radiation strikes a metallic surface have a marked therapeutic action, 
has been tried by the author. He claims to have cured several persors of 
lupus vulgaris by irradiating the lesions, covered with lead foil. 


PSEUDOGRANULOMA MAJOCCHI. G. Print, Proc. Seventeenth Meeting, 
Soc. ital. derm., 1921, p. 80. 


The author describes a peculiar form of folliculitis of the scalp very 
similar to trichophytic granuloma. The disease formed a thick, infiltrated, 
raised patch the size of a silver dollar, situated on the vertex and formed by 
the aggregation of numerous follicular papules and nodules which gave it a 
convoluted aspect. No fungus was found. The author discusses the differential 
diagnosis with cutis verticis gyrata, folliculitis and folliculitis decalvans. 
Roentgenotherapy effected a complete cure. 


VALUE OF THE SACHS-GEORGI TEST IN THE DIAGNOSIS OF 
SYPHILIS. L. Morini, Proc. Seventeenth Meeting Soc. ital derm., 1921, 
p. 95. 


According to Morini, the test is positive in 90 per cent. of the cases of 
syphilis. In 83 per cent. the results are in accord with the Wassermann test. 
The Sachs-Georgi test is positive earlier than the Wassermann and remains 
positive after syphilitic treatment even after the Wassermann test has become 
negative. 


ON THE ETIOLOGY OF ECZEMA. Mario Copetti, Proc. Seventeenth 
Meeting Soc. ital. derm., 1921, p. 138. 


The author has found a marked diminution of the coagulability of the 
blood in cases of eczema. He claims to have cured many patients with 
enemas of gelatin, 50 gm.; calcium chlorid, 10 gm.; laudanum, 2 gm., and 
water, 700 c.c. In cases of artificial eczema and in cases of dermatitis sebor- 
theica, the coagulability is practically normal. The organic and mineral 
acidity of the blood of patients with eczema does not differ from that of 
normal persons. 


HOMAGE TO PROFESSOR MAJOCCHI. Proc. Seventeenth Meeting Soc. 
ital. derm., 1921. 


The proceedings of the seventeenth meeting of the Societa Italiana di 
Dermatologia e Sifiligrafia give the details of the homage paid Prof. Domenico 
Majocchi on the fortieth anniversary of his professorship. The eminent derma- 
tologist was presented with a gold medal and a diploma by his admirers and 
disciples. Professor Majocchi is a prolific writer, having contributed to the 
dermatologic literature 128 original articles. His studies on purpura annularis 
telangiectodes and on trichophytosis have given him international fame. 


: 
a 
q 
a 
; 
- 
4 


368 ARCHIVES OF DERMATOLOGY 


AND SYPHILOLOGY 


CUTANEOUS LEISHMANIASIS IN SARDINIA. 
76:87, 1922. 


I. RicH1, Sperimentale 


This article contains the report of a case of oriental sore with an anatomo- 
pathologic study. 


BISMUTH IN THE TREATMENT OF SYPHILIS. N. V. Greco and 
A. H. Muscuietti, Semana méd., 1921, p. 51. 


After a review of the results obtained with bismuth salts in the treatment 
of syphilis by Sazerac, Levaditi, Louis Fournier and L. Guenot, the authors 
go into the details of this new treatment and the results obtained by them. 
They conclude that the iodid of bismuth and the tartrobismuthate of potassium 
and sodium have a favorable influence on syphilitic lesions; the cutaneous and 
mucous lesions disappear rapidly, and the Wassermann test becomes negative. 
They are not, nevertheless, enthusiastic about this new form of therapy of 
syphilis, and they finally conclude that further studies are necessary to establish 
its true value. 


Parpo-CAstTELLo, Havana. 


RINGWORM OF THE NAILS OF THE HANDS. H. C. Semon, Proc. Roy. 
Soc. 15:27 (May) 1922. 


A man, aged 22, had had the condition since 1918, when he was in a camp 
at Wareham; before its commencement he had been in France ten months, and 
before going to France he was in America—he is an American subject. The 
American authorities refused to receive him back when he was repatriated, 
because of the nail disease, and they returned him to us. He was shown 
especially in order to discuss treatment. In view of his urgent desire to 
return home, the inclination was to remove all the nails of the hands, and 
to treat the bases with some caustic, such as pyrogallic acid, for some time 
after the operation. Ringworm of the nails is comparatively rare in England, 

+ and generally only one or two nails are affected. Usually the fungus which 
affects the nails is a trichophyton of animal origin. 

Dr. MacLeod said that three months ago he had treated a man from Java 
with a similar condition. In his case all the nails of hands and feet were 
affected. He obtained a trichophyton-like fungus from the scraping, which 
he thought might possibly have been Epidermophyton inguinale, but he had not 
succeeded in growing it. The patient had had tinea cruris previously. Numerous 
forms of treatment had been tried, without success, and it was decided to 
remove all the nails. This was done under an anesthetic. The nail bed was 
then scraped and iodin applied. The parts were subsequently dressed with 
mercurial ointment. When last seen the nails were growing and appeared to 


be healthy 
e healthy Guy, Pittsburgh. 


SOME CASES OF MYIASIS IN INDIA AND PERSIA, WITH A 
DESCRIPTION OF THE LARVAE CAUSING THE LESIONS. J. A. 
Stnton, Indian J. M. Res. 9:132 (July) 1921. 


Six cases of larval infection are reported. The nose, gums and hand were 
affected in three persons; there were two infections in camels and one in a 
dog. Complete descriptions of the larvae accompany the article. 
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NOTE ON THE BEHAVIOR OF HERPETOMONAS TROPICA WRIGHT, 
THE PARASITE OF CUTANEOUS HERPETOMONAS (ORIENTAL 
SORE) IN THE BED BUG CIMEX HEMIPTERA FABRICIUS. 
W. S. Patron, H. M. La Frenais and Sunpara Rao, Indian J. M. Res. 
9:240 (Oct.) 1921. 

Insects were allowed to feed on the blood of infected cases and later 
examined microscopically and cultured. It was found that the organism in 
question could live in the bed bug for from twenty-three to forty-four days 
and probably longer, depending on varying conditions. The writers believe 
that their experiments prove that the bed bug is the true invertebrate host of 
this parasite. 


NOTE ON THE BEHAVIOR OF HERPETOMONAS DONOVANI 
LAVERAN AND MESNIL IN THE BED BUG, CIMEX HEMIPTERA 
FABRICIUS. W. S. Patron, H. M. La Frenats and SunpbArRA Rao, Indian 
J. M. Res. 9:252 (Oct.) 1921. 


Experiments similar to those in a preceding article are described and with 
similar conclusions. 


SIGNIFICANCE AND VALUE OF A POSITIVE WASSERMANN 
REACTION IN TUBERCULOSIS. K. R. K. Iyencar, Indian J. M. Res. 
9:369 (Oct.) 1921. 


Of seventy patients examined, 20 per cent. returned a positive reaction. 
As the author had obtained a similar percentage in an unselected, apparently 
healthy Indian population, he concludes that his results are due to latent 
syphilis and that tuberculosis does not produce a positive reaction. 


SOME REFLECTIONS ON THE KALA-AZAR AND ORIENTAL SORE 
PROBLEMS. W. S. Patton, Indian J. M. Res. 9:496 (Jan.) 1922. 


This is an account of the work of the author and his associates in their 
search for the insects carrying the infection and the finding of the organism 
in the midgut of the bed bug. The length of life in the carrier has not yet 
been definitely determined, although a great deal of human experimentation 
was done but is not yet complete. An intracellular form of the parasites is 
now known to exist. 


COIL GLAND NUCLEOLI. 
No. 4, 1918. 


Coil gland nucleoli contain nuclein and nucleolin, and therefore take their 
origin from the nuclei. 


KrerpicH, Arch. f. Dermat. u. Syph. 124: 


RELATION BETWEEN ERYTHEMA NODOSUM AND SYPHILIS. 
StueMPKE, Arch. f. Dermat. u. Syph. 124: No. 4, 1918. 


The author believes that a staphylococcus is the cause of erythema nodosum, 
while syphilis only forms the basis on which it develops its activity. 


ETIOLOGY OF PEMPHIGUS VULGARIS. Srvempxe, Arch. f. Dermat. 
u. Syph. 124: No. 4, 1918. 


The author reports two cases of pemphigus which developed in connection 
with infected wounds. 
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A CONTRIBUTION TO THE STUDY OF KALA-AZAR (V). J. W. 
Cornwatt and H. M. La Frenats, Indian J. M. Res. 9:533 (Jan.) 1922. 


This is a report of experimental work on the stomach and gut of bed bugs 
fed on infected material. The authors feel convinced that there is not an 
intracellular phase of the organism. 


HISTOPATHOLOGY OF A NONULCERATED ORIENTAL SORE. J. W. 
CorNWALL, Indian J. M. Res. 9:545 (Jan.) 1922. 


No parasites were found in any cells of the epidermis itself, including the 
sweat and sebaceous glands and hair follicles, although the breeding place was 
the mononuclear endothelial cells of the papillary layer. Proliferation of the 
cells and organisms causes an interference with the blood and nerve supply 
with subsequent ulceration, which is said to occur as a curative process. 


THE RELIABILITY OF GATE AND PAPACOSTAS’ FORMOL-GEL 
TEST FOR SYPHILIS AS COMPARED WITH THE WASSERMANN 
REACTION. S. Rama KrisHNAN, Indian J. M. Res. 9:620 (Jan.) 1922. 


In 539 cases the two reactions were compared and agreed in only two thirds 
of the cases. The former test is not considered reliable enough to displace the 
Wassermann. 


CHEMICAL STUDIES OF THE BLOOD AND URINE OF SYPHILITIC 
PATIENTS UNDER ARSPHENAMIN TREATMENT, WITH A 
NOTE ON THE MECHANISM OF EARLY ARSPHENAMIN REAC- 
TIONS. C. Wetss and A. Corson, Arch. Int. Med. 29:428 (April) 1922. 


Small increases in the nonprotein nitrogen of the blood were almost con- 
stantly observed three hours after 0.6 gm. doses of arsphenamin had been 
injected intravenously. Patients with the most severe reaction showed the 
greatest increase, and there were no significant increases except in those pre- 
senting pronounced reactions. Urea nitrogen increases did not parallel the 
nonprotein nitrogen, nor were the blood readings on discharge of the patient 
any higher than on admission. Impaired kidney function was not followed by 
arsphenamin reactions. 

Variable increases in blood sugar were also noted, uric acid was normal as 
was phenolsulphonephthalein elimination and the carbon dioxid combining 
power of the plasma. 

The authors suggest that early reactions may be due to a general tissue 
injury due to the toxic action of the drug or its products of oxidation or 
reduction in the tissues of hypersensitive patients. . 

JAMIESON, Detroit. 
SYMMETRIC CYSTIC ENLARGEMENT OF THE LACRIMAL GLANDS 
DUE TO SYPHILIS. H. W. Cowper, Am. J. Ophth. 5:125 (Feb.) 1922. 


The author gives a case report. One arsphenamin injection resulted in a 
gradual disappearance of the swellings. 


IS CANCER MORTALITY INCREASING? Wenpett M. Strone, J. Cancer 
Res. 6:251 (July) 1921. 


The conclusion drawn from a study of reliable life insurance statistics for 
the period 1911-1921 is that there is no appreciable increase in cancer mor- 
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tality. A decrease or slight fluctuation has been indicated for ages below 65, 

an increase for ages 65 and over. The latter is attributed to more careful 

H. R. Foerster, Milwaukee. 

THE PATHOGENESIS OF DYSHIDROSIS. Krersicw, Arch. f. Dermat. 
u. Syph. 122: No. 10, 1916. 


The author reports a case of gunshot damage of a nerve with subsequent 
development of dyshidrosis on the corresponding skin surface. 


SKIN LYMPHOGRANULOMATOSIS. Dossecker, Arch. f. Dermat. u. Syph. 
124: No. 2, 1918. 


A woman, who carried heavy burdens on her head, developed a tumor of 
the scalp which macroscopically and microscopically proved to be a malign 
lymphogranuloma. From the course which the disease ran, the author con- 
cludes that the virus entered the system through the scalp. He therefore con- 
siders this case to be a genuine primary skin granulomatosis. 


EXPERIMENTS CONCERNING VIRULENT TUBERCLE BACILLI IN 
THE BLOOD AFTER DIAGNOSTIC APPLICATION OF TUBER- 
CULIN IN A CASE OF TUBERCULOSIS CUTIS. ScHoenretp, Arch. 
f. Dermat. u. Syph. 124: No. 2, 1918. 


In tuberculosis cutis, the bacilli are found in the circulating blood far more 
seldom than in tuberculous disorders of the internal organs. It was not pos- 
sible to decide whether diagnostic administration of tuberculin or intravenous 
injections of gold potassium cyanid can mobilize the bacilli. 


A POSITIVE WASSERMANN REACTION IN TUBERCULOSIS CUTIS 
AND TUBERCULIDS. Scuoenretp, Arch. f. Dermat. u. Syph. 124 No. 2, 
1918. 


In all of the cases tested the Wassermann reaction was negative. 
EROSIO INTERDIGITALIS BLASTOMYCETICA. Berenpsen, Arch. f. 
Dermat. u. Syph. 124: No. 2, 1918. 


Bacteriologic examination revealed a certain species of myces (Hefe) which 
the author assumes to be the cause of the disorder. 


THE TYPHUS EXANTHEM. Luipscnttz, Arch. f. Dermat. u. Syph. 124: 
No. 2, 1918. 


The author reports seventeen cases in which the various symptoms and 
types of typhus exanthems are exemplified. The circulatory disturbances in 
the skin and the hemorrhagic constituent of the exanthem need special atten- 
tion. The diagnosis and differential diagnosis, also typhus sine exanthemate, 
are discussed. 


GROUPED PAPULAR TUBERCULIDS. Scuerser, Arch. f. Dermat. u. 

Syph. 124: No. 2, 1918. 

This is the report of a case in which acnitis-like eruptions developed along 
the side of the neck. The clinical symptoms, swollen glands and doubtful con- 
dition of the lungs pointed to a tuberculous organ. Injections of old tuberculin 
effected a cure. 
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EPIDERMOLYSIS BULLOSA CONGENITA. Sttumer, Arch. f. Dermat. 
u. Syph. 124: No. 2, 1918. 


The author ascribes the cause of this disorder to a disturbed function of 
the thyroid gland and the suprarenals. An abnormal irritation of certain nerve 
centers accounts for the symptoms on the skin (vesicles, etc.) and the vessels. 
The normal vasomotor regulations being disturbed, a permanent irregular 
inhibition of the tissue follows. Histologically, the elastica and other elements 
become atrophic. The disorder is therefore a dystrophia cutis spinalis congenita. 


VACCINATION EXPERIMENTS WITH VENEREAL WARTS. Witser, 
Arch. f. Dermat. u. Syph. 124: No. 4, 1918. 


In all three cases vaccination was positive after an incubation period of 
two and one-half to nine months. Small flat warts developed on the skin at 
the site of vaccination. The author believes their development was due to 
implantation. 


THE PATHOGENESIS OF PSORIASIS. Krersicu, Arch. f. Dermat. u. 

Syph. 124: No. 4, 1918. 

The author reports a case which supports the neuropathic hypothesis. A 
psoriasis disappeared on one side after a gunshot wound: of the shoulder. 
SKIN INFLAMMATIONS AND WAR EXPERIENCES IN SKIN DIS- 

EASES. Hammer, Arch. f. Dermat. u. Syph. 124: No. 4, 1918. 


The author discusses the inflammations of the skin from a new point of view. 
He classifies the disorders into two groups: (1) acute eliminating processes, 
(2) secluding or enclosing processes. 


MERCURY ADMINISTRATION IN SYPHILIS AND ALBUMINURIA. 
ForstMANN, Arch. f. Dermat. u. Syph. 124: No. 4, 1918. 


Albuminuria is caused by stomatitis and only in exceptional cases by mer- 
cury itself. Mouth washes and disinfection of the gums prevent albuminuria. 


CAUSE OF MISSING LOCAL REACTIONS. Kart and Kocu, Arch. f. 
Dermat. u. Syph. 124: No. 4, 1918. 


Eruptions which are in a rising stage of development do not show local 
reactions. 


TREATMENT OF PARAPSORIASIS (BROCQ). Wiesmann, Arch. f. 
Dermat. u. Syph. 124: No. 4, 1918. 
The author reports therapeutic success with the use of pilocarpin. 
MACULAR EXANTHEM IN DIABETES MELLITUS. Kocu, Arch. f. 
Dermat. u. Syph. 124: No. 4, 1918. 
In nine cases of diabetes, the author observed bluish macular eruptions with 


central reddening. 


A CASE OF EPIDERMOLYSIS BULLOSA HEREDITARIA,. Zwetc, Arch. 
f. Dermat. u. Syph. 125: No. 1, 1918. 


The disorder was traced through three generations in twelve members of 
a family. 
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LYMPHOGRANULOMATOSIS. Kren, Arch. f. Dermat. u. Syph. 125: No. 
4-5, 1919. 


The tuberculous origin of the disorder is by no means certain. 


FREQUENCY, DIAGNOSIS AND TREATMENT OF _ SYPHILITIC 
AORTITIS. Scurumpr, Arch. f. Dermat. u. Syph. 125: No. 4-5, 1919. 


Suprasigmoidea aortitis is most frequent; abdominal aortitis comparatively 
rare. Syphilis of the arteria coronaria is rarely found alone, but is generally 
combined with other forms of aortitis. Treatment: 3 gm. iodid of potassium 
a day for six weeks, and 0.45 gm. neo-arsphenamin once a week. 


BOECK’S MILIARY LUPOID. Lutz, Arch. f. Dermat. u. Syph. 125: No. 
4-5, 1919. 


The author reports two hereditary cases. In one the hypodermic injection 
of 2 mg. of tuberculin caused strong local reaction; in the other 1 mg. caused a 
reaction at the site of injection. 


A CASE OF ESSENTIAL TELEANGIECTASIS. Fucus, Arch. f. Dermat. u. 
Syph. 136:325, 1921. 


This is the report of a patient who developed teleangiectases on the face, 
arms and trunk after removal of the uterus. The author believes in a neurog- 
enous origin of the affection. 


MYCOTIC GENERAL INFECTIONS IN TRICHOPHYTOSES AND 
MICROSPOROSES. Arzt and Fuus, Arch. f. Dermat. u. Syph. 136: 333, 
1921. 


The authors distinguished between various kinds of mycotic general infec- 
tion. Whether these are caused by antigens or fungi elements is not decided. 
They distinguish (1) the exanthematous, generally scarlatine form; (2) ecze- 
matous lichenoid or vesiculo-pustular form; (3) rheumatoid group (resem- 
bling erythema nodosum or erythema exudativum multiforme). 


CHILBLAIN LUPUS, ITS PATHOGENESIS, HISTOLOGY AND TREAT- 
MENT. Fiscui, Arch. f. Dermat. u. Syph. 136:345, 1921. 


Chilblain lupus can be distinguished from lupus pernio by the regular devel- 
opment of papules with central necrosis. The relation of chilblain lupus to 
tuberculosis is proved by: (1) positive local tuberculin reaction, (2) his- 
tologic structure (giant cells, epithelioid cells), and (3) the success of spe- 
cific therapy. 


THE INFLUENCE OF ARSPHENAMIN ON THE PERCENTAGE OF 
BILIRUBIN IN THE BLOOD SERUM. WecHSELMANN and Hounorst, 
Arch. f. Dermat. u. Syph. 136:285, 1921. 


The authors’ investigations prove that arsphenamin has no toxic effect on 
a healthy liver. In latent icteric, preicteric and subicteric conditions, there 
is sometimes increase of bilirubin in the serum. This points to previously 
damaged liver cells which are inefficient and do not bind arsphenamin as 
they should. It follows that arsphenamin icterus generally develops in 
“hypersensitive” patients the condition which is expressed by a_ preicteric 
hyperbilirubinemia. 
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PATHOGENESIS OF LIVEDO IN TUBERCULOSIS. Fiscwi, Arch. j. 
Dermat. u. Syph. 136:362, 1921. 


Tuberculous patients occasionally develop a livedo lenticularis which resem- 
bles the livedo racemosa of Ehrmann. The author describes two of these cases 
histologically. Adamson described this livedo lenticularis in six cases of 
erythema Bazin. The disorder represents an incompletely developed erythema 
induratum. 


A CASE OF UNILATERAL ZOSTERIFORM LEUKOPATHY. Ranopak, 
Arch. f. Dermat. u. Syph. 136:368, 1921. 


The location of the skin disorders in the case described points to a distur- 
bance of the central nervous system. As albinos are known to develop a 
circumscribed aplasia in the region of the central nervous system, the author 
assumes for his case an hypoplasia of the corresponding central apparatus. 
Cases of vitiligo are probably based on the hypoplasia. 


ATYPICAL FORMS OF COLLIQUATIVE TUBERCULOSIS CUTIS. 
Arzt and Kumer, Arch. f. Dermat. u. Syph. 136:377, 1921. 


The authors describe a case in which the therapeutic injections of bacilli 
emulsion caused the development, at the site of injection, of a lesion resembling 
scrofuloderma. They propose to call this an atypical colliquative skin 
tuberculosis. 


PATHOGENESIS OF THE TRICHOPHYTIDS. Jessner, Arch. f. Dermat 
u. Syph. 136:416, 1921. 


The author succeeded in cultivating from the blood the fungus which 
caused the skin lesions of two patients suffering from lichen trichophyticus 
This proves the possibility of a hematogenous origin of the lichen. In one of 
the cases the author also found the fungus in a lichen exanthem. 


URTICARIA. Haun and Kraupa, Arch. f. Dermat. u. Syph. 136:425, 1921. 


The authors report a curious case of urticarial eruption in a patient having 
mitral stenosis and synchronous hypoplasia of the whole heart-vessel appa- 
ratus. Good results were obtained with papaverin injected intravenously. The 
authors ascribe the urticaria to vessel crises. 


CALCIFIED EPITHELIOMAS OF THE SKIN AND OSSIFICATION 
THEREIN. Birke, Virchows Arch. f. path. Anat. 236:177, 1922. 


In four cases of ossified epitheliomas, histologic investigation showed that 
these new formations histogenetically take their origin from scattered epi- 
dermis germs. In their histologic structure, they very much resemble choles- 
teatomas. As to the calcium contained, the calcified epitheliomas do not 
essentially differ from the benign noncalcified epitheliomas, and should not be 
considered as a special species of tumor. 


SALICYLIC ACID POISONING AFTER CUTANEOUS APPLICATION. 
Kiess, Therap. Halbmonatsh. 35:433 (July 15) 1921. 


The treatment of scabies with a salicylic acid tar tincture (10 per cent. 
salicylic acid and 15 per cent. oil of cade) caused death in two children by 
salicylic acid poisoning. The author and others believe in an idiosyncras) 
toward salicylic acid. 
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RESEARCH ON TUBERCULIN. Setter and Tancré, Ztschr. f. Tuberk. 
35:171 (Nov.) 1921. 


Protein body and tuberculin reactions are essentially different; from 100 to 
20) times the quantity of the former is necessary to provoke a reaction. Tuber- 
culin is very resistant to temperatures up to 150 C., a fact which speaks against 
its antigen nature. 


WOUND INFECTION WITH VACCINE VIRUS. ScuHweirer, Schweiz. med. 
Wehnschr. 51:1071 (Nov. 17) 1921. 


A girl aged 10, who had never been vaccinated, happened to scratch her 
arm, and to come in contact with the vaccine virus of a school friend, who 
had just been vaccinated. Development of a large abnormal vaccination 
pustula followed. Subsequent vaccination with cow’s lymph showed no reaction. 


SKIN HEMORRHAGES IN UREMIA. Kau ten, Monatschr. f. Kinderh. 22: 

4, 1922. 

This is the report of two cases, in a boy of 9 and a girl of 5. The author 
believes the hemorrhages are due to an inflammatory alteration of the vessels 
effected by a toxic damage. The increased blood pressure is also considered 
as an encouraging factor. 


ANTIBODY FORMATION BY TRANSPLANTATION. Osnikawa, Ztschr. 
f. Immunitatsforsch. u. exper. Therap. 33:297, 1921. 


Transplantation of the skin of actively immunized rabbits on normal rabbits 
effects antibody formation in the latter. 


DANGER OF ROENTGEN-RAY BURNS AFTER TAKING VARIOUS 

DRUGS. FraenkeL, Fortschr. d. Med. 39:28, 1921. 

The author reports several cases of roentgen-ray burns in patients who 
had been given arsphenamin, iodids, and bromids. He concludes that drugs can 
increase the radiosensibility of the skin. A patient should always be asked 
whether he has taken drugs before being exposed to the rays. 


HEXAMETHYLENTETRAMIN IN THE TREATMENT OF VINCENT’S 
ANGINA. Puuipp, Deutsch. Monatschr. f. Zahnh. 40:1, 1922. 


The author reports a case successfully treated with four intravenous injec- 
tions of 15 c.c. at a time, of a 40 per cent. solution of hexamethylentetramin. 


CAPILLARY STUDIES IN VASONEUROSES. Parrisius, Deutsch. Ztschr. 
f. Nervenh. 72:5, 1921. 


The author emphasizes the fact that purely spastic and purely atonic con- 
ditions are just as rare in the vessels as in the digestive tract. A vessel 
neurosis therefore appears as a disharmony between vegetative and autonomic 
influence. 


THE OCCURRENCES OF SKIN PIGMENT IN LYMPH GLANDS. 
Licnac, Zentralbl. f. allg. Path. u. path. Anat. 32:8, 1921. 


In seven cases, pigment was traced in the inguinal and subinguinal lymph 
glands. The pigment found gave a positive silver reaction, was bleached by 
hydrogen peroxid, and was therefore considered as skin pigment. The author 
helieves that skin pigment can be carried away by the lymph vessels. 


AHLswepe, Hamburg, Germany. 
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Society Transactions 


NEW YORK ACADEMY OF MEDICINE, SECTION ON 
DERMATOLOGY AND SYPHILIS 


Regular Meeting, May 8, 1922 


Howarp Fox, M.D., Chairman 


FOR DIAGNOSIS (PURPURA ANNULARIS TELANGIECTODES?), 
Presented by Dr. CHARGIN. 


M. S., a man, 50 years of age, a dishwasher, had an eruption which began 
about six years before, appearing first on the legs. Except for the scalp, face. 
hands and feet, the entire body was affected. The individual lesions varied 
in size from a few tiny loops to patches 3% inches (8.89 cm.) in diameter, 
numerous lesions being 2 inches (5.08 cm.) by 1 inch (2.54 cm.) in size. 
Except for a series of linear lesions on the anterior aspect of the right shoulder 
and upper arm, the eruption was not raised above the skin. On the arm and 
shoulder area the eruption was slightly verrucous and somewhat raised above 
the level of the skin. Many of the lesions were perfectly smooth, while others 
showed a tiny amount of very fine scaliness. For the most part, the lesions 
were either round or oval, but many areas showed no definite configuration, 
the lesions being of various sizes and shapes. Many of them were quite 
indistinct, and in these areas the skin was mottled in appearance. What 
appeared to be the younger lesions were uniform. The older lesions, how- 
ever, whether large or small, showed two distinct zones—a central brownish 
ecchymosis-like area and a peripheral zone made up of clearly aggregated 
bricked capillary loops. This zoning was not present in all the round areas, 
even some of the largest lesions (presumably the oldest) failing to show 
the two zones. The capillary border of the patches occupied about one-fourth 
of the area of the lesions. 

The beginning lesion was evidently a tiny capillary loop, later becoming 
aggregated in small patches and the patches increasing in size by the formation 
of new loops at the periphery. As the lesions increased in size, the loops in 
the central portion of the patch became less and less distinct, finally losing 
their identity and producing the two zones described. Many of the central 
zones seemed to be atrophic; this was particularly noticeable in the lesions 
on the leg. Under the diascope the central portion of the lesions lost some 
color, but for the most part the dark brown stain was retained. It was 
impossible to obliterate entirely the capillary bodies, which showed pinpoints 
under even the strongest pressure. The general appearance of the eruption was 
strikingly brick-red in color. The patient suffered from no subjective symp- 
toms, except occasionally a slight itching. The Wassermann reaction was 
negative. There were no areas of anesthesia. Response to heat and cold was 
The mucous membranes were normal. 


normal. 


DISCUSSION 


Dr. Lupwic Weiss said that the lesions, especially the purple ones, showed 
some characteristics of Majocchi’s disease, but that the lack of central pig- 
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mentation and the absence of the cayenne pepper lesions were against that 
diagnosis. Its presence mostly on the upper part of the body and less on 
the lower part and extremities was also a point against Majocchi’s disease. 
The condition could not well be confounded with erythema perstans, nor 
etiologically and clinically with the beginning premycotic type of mycosis 
fungoides, for which some corroborative symptoms were present, especially on 
the shoulders and chest. He rather leaned to the diagnosis of parapsoriasis 
of an atypical character. 


Dr. Pottirzer said that the suggestion of parapsoriasis could be entertained 
only at the first glance. On observing it more closely it would be noted that 
the lesions on the upper chest and arms were made up of minute vascular 
points. That alone would rule out parakeratosis. Furthermore, parakeratosis 
was not suggested by the deep vascular lesions on various parts of the body. 
On the whole, the picture clearly seemed to be due to some form of vascular 
disease and was possibly an aberrant type of Majocchi’s disease, but no diag- 
nosis could be reached without a careful biopsy. The diagnosis of Majocchi’s 
disease was strengthened by the evident atrophy in parts of the skin where 
the vascular lesions had been, and the case seemed to belong in that group 
tather than elsewhere. 

Dr. WittiaMs seconded everything said by Dr. Pollitzer, who had pointed 
out the various characteristic phases—hemorrhages, atrophy, telangiectases, 
all being present. 


Dr. CHARGIN said that the capillary formation noted so markedly in the 
case was never observed in parapsoriasis, although in parapsoriasis there was 
a decided tendency in the lesion to respond by punctate hemorrhages on 
moderate trauma. In regard to atrophy, it seemed that there were many 
lesions, on the legs in particular, that showed central atrophy. 


SYNOVIAL LESION OF THE SKIN. Presented by Dr. RostTENBERG. 


Mrs. A., 56 years old, an American, had always been well except for occa- 
sional attacks of gout. The trouble for which she was presented started about 
six months previously, when the patient first noticed a globular protrusion over 
the distal interphalangeal joint of the left little finger, on the dorsal surface. 
There was no pain except on severe pressure. The swelling gradually increased 
to the size of a small pea. The lesion was pinkish white and transparent, 
rather firm, but seemed to fluctuate on pressure. On being punctured, a 
whitish syrupy fluid exuded. Roentgen-ray examination disclosed the pres- 
ence of arthritis involving the terminal phalangeal joint, being due to several 
exostoses about the articulating surfaces of both bones, some of them having 
heen broken off. 


DISCUSSION 


Dr. Potiirzer said that the history of the gouty deposits in the skin afforded 
an etiologic factor for the production of the synovial cyst. The foreign body 
might injure the synovial membrane and produce a cyst. The lesion corre- 
sponded with the usual picture of synovial cyst. 

Dr. Gitmour asked whether any of the members had had any experience 
with the treatment of such conditions, and, if so, what treatment had yielded 
the best results. 

Dr. ANprREws said that the lesion corresponded clinically with the cases 
that Dr. MacKee and he had described. In two of these cases there had been 
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a history of rheumatism, and on some of the fingers there were rheumatic 
enlargements of the joints. Probably rheumatism or gout had something to 
do with the formation of some of the lesions. 

Dr. Howarp Fox said that he had had a patient under his charge whom 
he had treated successfully with electrolysis. 


PSORIASIS AND LICHEN PLANUS. Presented by Dr. Rostenserc. 


Mrs. K., 49 years old, born in Russia, had had psoriasis since her eighteenth 
year. Psoriatic lesions were present on the forearms and legs when the lichen 
planus appeared about three weeks previously, and spread with great rapidity 
over the entire body. The outlines of some of the psoriatic lesions were still 
recognizable, although greatly overshadowed by the lichen planus. 


DISCUSSION 
Dr. RosTENBERG expressed regret that he could not have shown the case 
three weeks earlier, for neither the lichen nor the psoriasis showed up as well 
now as then. The woman had had psoriasis for eighteen years, and there were 
typical psoriatic lesions present when she developed the lichen planus. Dr. 
Rostenberg said it would be interesting to know whether anv of the members 
had seen a coincidence of these two lesions before. The literature on the 
subject was very sparse. Graham Little mentioned two cases in which the 
psoriasis was implanted on lichen planus. 

Dr. ABRAMOWITZ directed attention to the fact that although the psoriatic 
lesions on the body disappeared, one could still see the typical pinpoint lesions 
on the nails. He was inclined to agree with the diagnosis of psoriasis, although 
no lesions were present on the body, for the patient showed the characteristic 
pitting on the nails as seen in that disease. There was no question of the 
patient having lichen planus. 


LINEAR PSORIASIS. Presented by Dr. Crark. 


B. L., an American school girl, 15 years of age, presented a lesion which 
began six months before on the finger and gradually spread to the elbow. 
There were no subjective symptoms at any time, nor was there any history of 
a previous outbreak. As presented, the lesion extended in a line along the 
ulnar nerve from the elbow to the tips of the fingers; it was erythematous 
along the arms and was covered with thin white laminated scales. From the 
wrist to the finger tips the area was verrucous. A clinical diagnosis of tuber- 
culosis verrucosa cutis was made; but the pathologic diagnosis was psoriasis. 
Microscopic examination revealed: Acanthosis, with lengthening of the dermal 
papillae, with small round cell infiltration of the pars papillaris of the derma. 
These cells are largely mononuclears. There was no parakeratosis or hyper- 
keratosis. There was also some inflammatory exudate in the substance of 
the horny layer. In the lower portions of the derma there were small groups 
of round cells but no changes suggesting tuberculosis. 


DISCUSSION 


Dr. Potvitzer said he did not like to question on clinical grounds the 
report of the pathologist who said the condition was psoriasis. If the micro- 
scopic diagnosis had not been so positive, he would regard the lesion as a 
nevus which had lost its verrucous character through treatment. A psoriasis 
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with that localization would be unusual, and its peculiar distribution alone 
would militate strongly against psoriasis. He said that he believed in the 
evidence derived from microscopic examination, and while not all examiners 
were equally reliable, in the absence of any proof to the contrary he would 
accept the microscopic report; but he did so with a great deal of bewilderment 


in this case. 

Dr. WittiaMs said he had seen the patient a week before at the Skin and 
Cancer Hospital, and thought the diagnosis was correct. He thought it was 
psoriasis clinically as well as histologically. There were two points against 
it: First, the distribution, and, second, the warty character of the lesions on 
the finger, which were not like the lesions in psoriasis. On the other hand, 
a case of linear psoriasis of the lower extremity was reported in the 
Dermatologische Wochenschrift (vol. 72, p. 193). The lesions on the elbow and 
arm, taken by themselves, had the appearance of psoriasis: there was the small 
amount of infiltration, the color was the dull color of psoriasis, the surface was 
not warty, the silvery scaling was increased by a slight irritation. The lesions 
on the forearm seemed to be those of psoriasis; the others were not so 
characteristic. 

Dr. Rutison asked whether there was any history of injury to the nerves. 

Dr. MELLON replied in the negative; the lesion began on the fingers and 
gradually spread upward. On looking up the case, Dr. Clark had seen a 
description of a case quoting some German authorities as to the nerves of the 
extremities. 

Dr. Howarp Fox agreed that at first glance the eruption strongly suggested 
a linear nevus. Close inspection, however, showed plain evidence of psoriatic 
lesions. He was sure that psoriasis could present a linear configuration, and 
although he had no recollection of having seen a counterpart of this case he 
had a photograph of a distinct linear psoriasis on one leg. 


A CASE FOR DIAGNOSIS (LESION ON CHEEK). Presented by 
Dr. CLARK. 


F. K., an American school girl, 15 years of age, presented on the right 
cheek, 14% inches (3.81 cm.) below the eye, a lesion the size of a split pea, 
which had appeared four and a half years previously and had not apparently 
increased in size during that time. There were no subjective symptoms. The 
lesion was yellowish white, markedly infiltrated, and was depressed in the 
center. There were several typical milia in the lesion. 


DISCUSSION 


Dr. Pottitzer directed attention to the distinct and unusual infiltration: 
on pinching it between the fingers the lesion felt hard, like a cork. Notwith- 
standing the absence of any border of dilated vesicles, he was inclined to 
think it was morphea. The mother was quite sure that it had increased in 
size during the last year, but she may have been mistaken. 

Dr. RosTeNBERG said he also thought the condition was morphea. 


A CASE FOR DIAGNOSIS (LESION ON CHIN). Presented by Dr. Ciark. 


B. H., an American school girl, 15 years of age, presented a lesion on 
the chin the size of a small pea. It was yellowish, ivory white, slightly 
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indurated, with a slightly elevated border and depressed center. The lesion 
was of about one year’s duration, during which time no increase in size had 
been noticed. There were no subjective symptoms. 


DISCUSSION 


Dr. ABRAMOWITZ said that he would call the lesion an epithelioma if the 
patient were much older. It might be a colloid milium or a hyaloma, somewhat 
similar to the case reported by Rudemann in the May issue of the Arcuives 
or DerMATOLOGY AND SypHILoLoGy. The same remarks might be applied to 
the other patient presented with a similar lesion. 


A CASE FOR DIAGNOSIS (PIGMENTATION AND ATROPHY ON 
THE INNER SURFACE OF BOTH KNEES). Presented by Dr. Scueer. 


(Previously presented before the Manhattan Dermatological Society.) 


A CASE FOR DIAGNOSIS: LUPUS VULGARIS OR SYPHILIS? 


sented by Dr. WILLIAMs. 


Pre- 


M. L., 20 years old, an American by birth, had an eruption which had 
been present for five years, increasing gradually, involving the extensor surface 
of the left forearm and the external and posterior aspect of the right thigh. 
In each region there was a large smooth atrophic scar, with active inflam- 
matory nodules at parts of the periphery of each. Some of these nodules near 
the elbow resembled closely the apple jelly nodules of lupus vulgaris. Those 
on the thigh were firmer and more suggestive of syphilis. The Wassermann 
test was negative. Mild antisyphilitic treatment had been followed by slight 
improvement, but hardly as much as one would expect in untreated syphilis. 
The entire lesion suggested tuberculosis rather than syphilis, while the scarring 
was more like that of syphilis. 


DISCUSSION 


Dr. Pottirzer said that against the diagnosis of tuberculosis was the fact 
that the lesions on the thigh, consisting of two or three elevated lesions mani- 
festly infiltrated at the border, were the remains of an extensive lesion, twice 
the size of a hand, which was now atrophic and slightly pigmented. A syphi- 
litic lesion might disappear in a short time, and a tuberculous one would not. 
Judging by the lesion on the thigh, he thought the condition was a syphilo- 
derm and not tuberculosis. He admitted that some of the lesions on the arm 
showed brownish nodules under the diascope, but that was hardly enough to 
satisfy one that the picture was one of tuberculosis. Against the diagnosis of 
syphilis was the negative Wassermann reaction and the girl’s general appear- 
ance of health. If it were a tertiary syphilid, she must have acquired it as a 
child. Hereditary syphilis was ruled out by her excellent appearance; she 
had unusually perfect teeth, and that alone might suffice to rule out hereditary 
syphilis. Syphilis contracted in childhood, never having been treated, would 
probably cause more serious general disturbance than was shown by this girl. 
The same thing might be said, however, about a tuberculous affection, for if 
she had such an extensive tuberculosis of the skin she would have a tuberculous 
focus inside. On the whole, he thought it was a case of syphilis. 


Dr. Howarp Fox said that though from the clinical appearance the case 
might be either syphilis or tuberculosis, he was inclined to make the latter 
diagnosis. He felt sure that the superficial character of the scarring could not 
rule out tuberculosis. 
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Dr. WitiiAMs, referring to Dr. Pollitzer’s remark about the spread of the 
disease being rather rapid for tuberculosis, said that the disease had been 
present for eight years, and that was sufficient time for tuberculosis to spread 
over the area involved. He was still in doubt as to the correct diagnosis. 


BLASTOMYCOSIS. Presented by Dr. OULMANN. 


C. B., 9 years old, born in the United States, three weeks before had 
developed a lesion on the vertex capitis which grew larger and was raised to 
the size of a small apple, and discharged pus from numerous sinuses. The 
double contoured cells of blastomycosis were found in smears and cultures. 


DISCUSSION 


Dr. WILLIAMS said it was an interesting case. His first impression of it, 
and the one which he was still inclined to adhere to, was that it was a case 
of kerion. The rapid development was like that of a kerion. He did not 
know whether or not it was preceded by the ordinary superficial type of ring- 
worm, as the history was not given, and it was not certain that the parents 
could enlighten one on that point. The discharge of pus from many small foci 
was like kerion; the small mass just below and to the left of the main one, 
the big brownish crust, was such as one might see in a neighboring small 
kerion. He had seen few cases of blastomycosis, and pleaded ignorance about 
that condition, but his impression was that it did not spread so rapidly. He 
was not sure of the warty excrescence; that struck him as being rather masses 
of epidermal ceils, serum matted on the surface. The culture would be the 
deciding factor; if blastomycetes were cultivated, he would, of course, accept 
the diagnosis. Both conditions subsided under simple antiseptic treatment. He 
had seen a blastomycosis cured with boric acid lotions, and a kerion could 
be cured with water. 


Dr. PoLiitzer said he did not see how any one could discuss the diagnosis 
in the face of the microscopic report and the fact that the culture showed 
blastomycetes. It was an unusual case because of its location. It would be 
interesting to know something about the environment of the child. Most of 
our cases of blastomycosis occurred in the Middle West; it was seen pre- 
dominantly in Chicago, Cleveland, Ann Arbor, Mich., and St. Louis; a case 
in New York was rather a rarity and the patient generally applied for medical 
attention. That was the purpose of his inquiry about the occupation of the 
parents. 


LUPUS ERYTHEMATOSUS OF THE NOSE, SHOWING RESULT OF 
TREATMENT. By Dkr. Becuert. 


J. R., a man, aged 28, came to the New York Skin and Cancer Hospital 
on Oct. 13, 1921, with a typical lupus erythematosus, covering most of the front 
of the nose. The prominent patulous follicles, scales and atrophy were all 
present; the lesion was not, however, deeply infiltrated. It had been present 
for a year. From Oct. 13, 1921, to Jan. 25, 1922, it was painted with 95 per 
cent. phenol, the solution being thoroughly rubbed in with a cotton swab. Five 
or six applications in all were made, at intervals of two weeks; the acid was 
allowed to dry and was not neutralized. The last application was made on 
Jan. 5, 1922. At the time of presentation the nose seemed entirely well, with 
no evidence of scarring. 
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DISCUSSION 

Dr. Potitzer said there was a type of lupus erythematosus resembling 
erythema perstans that was a toxic eruption which disappeared under mild 
treatment and recurred from time to time. He had cured several such cases 
by injections of arsenic, some with injections of streptococcus vaccines. He 
thought one might expect a return, for no doubt the underlying condition had 
not been affected by the external treatment. 

Dr. Becuet replied that he also had occasionally observed superficial lupus 
erythematosus of the erythema perstans type. As Dr. Pollitzer had observed, 
it frequently disappeared spontaneously; but the case under consideration was 
totally different and was typical of the chronic discoid type. It had been 
present for a year without change; it was scaly, covered with dilated follicular 
openings, more or less plugged with sebaceous matter, and was slightly atrophic 
in its center. The nose had remained well for several months, though of 
course there was always a possibility of a recurrence. 


PAPULAR SYPHILID OF THE GLANS PENIS AFTER INTENSIVE 
SPECIFIC TREATMENT. Presented by Dr. Becuer. 


P. J., a man, aged 34, born in Denmark, was presented at the previous meet- 
ing of the Section held on April 4. At that time, he said that the lesions had 
been present for four weeks. They consisted of several, rather discrete, raised, 
indurated, copper colored papules. They were not umbilicated, depressed, or 
violaceous colored. The patient said that fifteen years before he had had a 
primary lesion followed by secondary symptoms. He first came to the New 
York Skin and Cancer Hospital on April 6, 1920, complaining of vague gen- 
eral pains. His family history was negative. The spinal fluid findings were 
negative, but the blood Wassermann test was four plus. From April 6, 1920, 
to Aug. 18, 1921, he received thirty injections of arsphenamin, varying in dose 
from 0.2 to 0.4 gm., and thirty-four intramuscular injections of mercuric sali- 
cylate of 1 grain (0.06 gm.). The Wassermann test was negative in four 
tests made from Dec. 2, 1920, to March 3, 1922; but it was one plus at the 
time of the occurrence of the eruption, which appeared seven months after 
the cessation of the specific treatment. At the time of the first presentation, 
Dr. Parounagian agreed with the diagnosis of syphilis; Dr. Pollitzer was of 
the opinion that the case was one of lichen planus; Dr. Abramowitz agreed 
with Dr. Pollitzer, but stated his belief that the arsphenamin had been respon 
sible for the appearance of the lesions; Dr. Wise said that he had noted five 
or six articles in the literature relating to lichen-planus-like lesions appearing 
as the result of arsphenamin injections. In the month that had elapsed since 
the presentation and discussion, the patient had received three arsphenamin 
injections within two weeks. The eruption practically disappeared after the 
first injection, and entirely so after the second. No local treatment was used. 
This would tend to prove the correctness of the diagnosis of syphilis. The 
arsphenamin could not be held responsible, for the eruption appeared seven 
months after its use. 


EPITHELIOMA OF THE HARD PALATE . Presented by Dr. ScHEER. 


A CASE FOR DIAGNOSIS: PARAFFINOMA? Presented by Dr. ScHEER. 


C. C., aged 15, had had the present condition for thirteen years. At the 
age of 2, injections of some “medicine” had been made in the umbilical region 
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for congenital umbilical hernia, and the father attributed the condition pre- 
sented to these injections. In and around the umbilicus were about half a 
dozen hard subcutaneous painless nodules varying in size from that of a 
buckshot to that of a dime. The skin over them was normal in appearance 
and felt movable. 


DISCUSSION 


Dr. PoLiirzerR said he thought there was no doubt that it was a case of 
parafinoma; the fact that the lesions were spherical did not militate against 
that diagnosis. The injected paraffin (probably petrolatum) had gathered 
together in small droplets roundish in shape; where there was a single large 
mass it was not apt to be spherical because the tissue pressure on the large 
mass forced it into an irregular shape, but where there were so many small 
deposits it was in accordance with the simple physics of the condition that 
spherical masses would result. 

Dr. Gitmour said he had once seen a spherical lesion the size of the end 
of the thumb on the cheek of a young man, which was due to the injection of 
paraffin. When it was dissected out, it came out in sago-like grains, although 
it felt like a single lump the size and shape of a marble. 


A CASE FOR DIAGNOSIS: PREMYCOSIS? PARAPSORIASIS? Pre- 


sented by Dr. WILLIAMs. 


A. V., aged 45, born in the United States, a driver, first noticed an eruption, 
similar to the one presented, twenty years ago. Similar eruptions had been 
present in various locations since. The blood Wassermann test was negative. 
The white blood count was 8,400; the differential count showed no deviation 
from normal. 

The biopsy report was as follows: “There is some thickening of the dermal 

papillae, and edema of a few cells in the malpighian layer of the epidermis. 
In the superficial derma, there is small round cell infiltration around the blood 
vessels. There is one feature which appears unusual, and that is a depression 
of the derma in the middle of the specimen over which the epidermis is thick- 
ened and nearly obliterated.” 
DISCUSSION 
Dr. RosTENBERG remarked that while there was some resemblance to the 
picture of parapsoriasis, the condition seemed to him to have more the resem- 
blance of a phenolphthalein eruption. 

Dr. ApRAMOwITZz said he had a case—which Dr. Pollitzer also saw—that of 
a woman who had a distinct brownish eruption arranged in linear plaques, 
which could almost be mistaken for pityriasis versicolor. They had concluded 
that it was parakeratosis variegata. 

Dr. PoLtitzer said that the smooth round pigmented patches were char 
acteristic of a phenolphthalein eruption; he had seen only the upper portion 
of the body, and that kind of lesion did not at all suggest parakeratosis or 
parapsoriasis. 


LUPUS VULGARIS AND TUBERCULOUS ADENITIS IN A CHILD. 


Presented by Dr. ApRAMOwITz. 


DERMATITIS HERPETIFORMIS. Presented by Dr. Witttams. 


« 
| 
ap 
ae 
4 
3 
‘ 
| 
| 
| 


OF DERMATOLOGY AND SYPHILOLOGY 


384. ARCHIVES 


MULTIPLE HEMORRHAGIC SARCOMA OF KAPOSI. 
WILLIAMS. 


Presented by Dr. 


B. P., was an Italian, 34 years of age, an optician, had an eruption which 
had existed for twelve years, and which when presented consisted of purplish 
areas on both lower extremities, from some of which small nodules projected. 
The Wassermann test was negative. On biopsy, the derma showed groups of 
fibroblastic cells arranged in bundles, etc. 


NEW YORK DERMATOLOGICAL SOCIETY 


Regular Meeting, May 16, 1922 


Howarp Fox, M.D., President 


FOR DIAGNOSIS. Presented by Dr. WILLIAMs. 


C. B., a white girl, 7 years old, had an eruption which was first noticed 
about three years ago. It disappeared for a year and returned. It consisted 
of round, brownish-red spots, occurring on the face and chest, about 2 inches 
(5.08 cm.) in diameter, slightly scaly, slightly hyperkeratotic, with ill defined 
borders. 


DISCUSSION 
Dr. WHITEHOUSE said it was not parapsoriasis, on account of the keratosis, 
hut he could not make a diagnosis. 


Dr. HIGHMAN said he thought it was not parapsoriasis; it might be a neuro- 
dermite or one of the follicular seborrheids. 


Dr. WittiAMs said the case at first suggested parapsoriasis, but on close 
inspection it seemed to belong rather to the neurodermite group. 


VERRUCA PLANA JUVENILIS SUCCESSFULLY TREATED BY THE 
INTERNAL ADMINISTRATION OF MERCURY. Presented by Dr. 
Howarp Fox. 


Ss. W., 10 years of age, had suffered for two months from juvenile flat 
warts of the face, left hand and forearms. The lesions were moderately pro- 
fuse on the face and few in number on the forearms and left hand. In the 
center of the right cheek they were closely aggregated in a patch an inch 
(2.54 cm.) in diameter. Some of the lesions on the hand presented a linear 
configuration. The patient was given tablets of mercurous iodid in doses of 
one-fourth of a grain (0.016 gm.) three times a day. At the end of seventeen 
days the eruption had entirely disappeared from the face, leaving a few ill- 
defined pinhead brownish pigmented spots in place of the former lesions. On 
the hand the eruption had not quite disappeared. Mercury was continued for 
another week and was followed by the disappearance of the eruption on the 

. hand. No local treatment was administered at any time. A photograph before 


and after treatment was presented. 


Dr. Becuer remarked that the value of the mercurous iodid in the treat- 
ment of this condition had been demonstrated in a number of cases. He recalled 
a patient who recovered after a few weeks of treatment. It had to be given in 


fairly large doses. 
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Dr. WiLt1aMs said that he became enthusiastic about mercurous iodid after 
reading Dr. White’s article, and treated ‘a number of cases; the first four 
patients made remarkable recoveries, in from ten days to four weeks, but the 
next patients did not seem to improve at all. There was a class of warts 
for which mercurous iodid seemed to be effective, but it was impossible to 
tell beforehand what the result would be. 

Dr. Howarp Fox said that in his experience with mercury for flat warts 
he had not been able to duplicate the results of Dr. C. J. White, who had 
first used this method. He had obtained brilliant results in the case of a 
young girl who presented large numbers of lesions on the face. After three 
weeks of treatment with mercurous iodid tablets the entire eruption had dis- 
appeared. In some other cases he had had complete failures. He felt that the 
treatment of flat warts was somewhat comparable to the treatment of warts in 
general, especially verruca vulgaris. The latter, for instance, would respond 
at one time to radiation in a striking manner, while at another they would be 
unaffected by such treatment. 


Dr. WHITEHOUSE said mercurous iodid was not effective in all cases and 
often failed. He had under observation a case which improved to a certain 
degree, but then stopped, and new lesions were constantly appearing. 


Dr. SCHWARTZ reported two cases which had cleared up entirely under 
treatment with mercurous iodid. 


Dr. WrinFieLp had not seen the case, but said he had treated a number of 
patients with mercurous iodid and, as Dr. Williams had said, it seemed to 
be a wonderful remedy in certain cases. 


Dr. WILLIAMS said that in some of the patients he had treated successfully 
the lesions were flat and in some distinctly papillomatous. He could not tell 
which patients would recover and which would not. 


RINGWORM OF THE SCALP TREATED INADVERTENTLY BY TWO 
EPILATING DOSES OF ROENTGEN RAY. Presented by Dr. 
Howarp Fox. 


L. M., a colored boy, 7 years old, applied at the Harlem Hospital for 
treatment of ringworm of the scalp. The disease was of the small spored 
type, and consisted of numerous patches scattered over the occiput and poste- 
rior portion of the parietal region. The disease had been present about three 
months. On July 21, 1921, he was treated with the roentgen ray by the 
Kienbock-Adamson method, receiving an epilating dose of 1 Holzknecht unit 
(skin distance) over each of the usual five areas. Two weeks later the patient 
was inadvertently given a second epilating dose, similar to the previous one. 
The mistake was discovered when the treatment was completed. At the sug- 
gestion of Dr. Sampson of the U. S. Public Health Service, the patient was 
irradiated by the mercury vapor quartz lamp on the same day, a well marked 
erythema being produced. This treatment was repeated on the following day, 
after which the patient refused to return for further treatment. The quartz 
lamp was used owing to the claim of Dr. Sampson that it was able to counter- 
act the effect of even large overdoses of roentgen ray. The patient was seen 
six months later, at which time the hair had entirely returned, with a disappear- 
ance of the disease. The only ill effect of the double epilation had been a 
delay in the return of the hair. According to the mother’s statement, the new 
hair had begun to make its appearance three months after treatment. 
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DISCUSSION 

Dr. HiGHMAN said that there were three possibilities to be considered: first, 
that enough of the accumulated roentgen-ray dosage from the first treatment 
had disappeared, so that by the time the second treatment was given the sum 
total was still below the danger limit; second, that the patient had possibly 
not received an overdose; and third, that as sometimes double the ordinary 
epilating dose would not produce permanent epilation, so far as the scalp was 
concerned, this might be all the more true in the negro with his highly resis- 
tant scalp. 

Dr. WiLtiAMs remarked that Dr. Highman’s first suggestion seemed the 
most likely: that the interval was enough to allow the last dose to wear off 
so that the boy never received enough to cause a permanent alopecia. 


Dr. Wise referred to an interesting report in a German periodical in which 
a man experimentally exposed a patient to the rays of the sun and gave a 
certain dose of roentgen rays after a short interval, and exposed control patients 
to the roentgen ray without exposure to the sun. Those who were exposed 
to sunlight contracted radiodermatitis, and those who were not exposed did 
not, the results being exactly the opposite of those noted in a report recently 
made—that the actinic rays might prevent the ill effect of subsequent roentgen- 
ray exposure. This was an isolated report of roentgen-ray procedure. 


A CASE FOR DIAGNOSIS. Presented by Dr. WittiAMs. 


J. M., aged 14, an American boy who worked for an express company, 
presented himself at the Skin and Cancer Hospital with lesions on both legs, 
below the knee, which had been present for more than a year, the left leg was 
first affected for six months, after which the lesion appeared on the other 
leg. There were no subjective symptoms. The patient said that he had applied 
iodin locally for two weeks, and ammoniated mercury for the last week, but 
had received no other treatment. The lesions were plaques of minute capil- 
lary hemorrhages, from 4 (0.79 mm.) to 2 inches (5.08 cm.) in diameter. 


DISCUSSION 
Dr. WHITEHOUSE said that Dr. Highman had suggested a possible phenol- 
phthalein eruption. So few cases had been reported that he was not familiar 
with all the types this drug might produce. He was not prepared, however, 
to make a definite diagnosis. 

Dr. Howarp Fox said he thought a diagnosis of phenolphthalein rash was 
entirely possible, especially as the pigmentation sometimes lasted for years. 

Dr. HiGHMAN said he did not know of anything else that seemed probable, . 
unless it was idiopathic erythema perstans, in which these circular lesions were 
found; and in view of Dr. Wise’s numerous and convincing contributions on 
the subject, it seemed that only phenolphthalein or antipyrin could have pro- 
duced this picture. The boy said he had taken Ex-Lax. 

Dr. Wise said he felt confident that the eruption was due to phenolphthalein 
or to antipyrin or antifebrin. The fact that it was limited to the legs did not 
militate against that diagnosis. A patient had been presented at the Academy 
of Medicine who had had only one lesion on the shoulder blade for months. 

Dr. WiLLIAMs said that in view of Dr. Wise’s experience he accepted the 
diagnosis of phenolphthalein eruption. He inquired how long it might be 
expected to remain, and whether a marked reaction occurred after giving 
the drug. 
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Dr. Wise replied that the eruption remained for different periods in dif- 
ferent persons; it might remain for a year or six months, and might leave 
pigmented spots for years. 


AN UNUSUALLY EXTENSIVE CASE OF LICHEN PLANUS. Presented 
by Dr. WILLIAMS. 


Mrs. M. P., 51 years of age, had suffered from an acute lichen planus 
eruption all over the body since the middle of March. The interesting features 
of the case were the great extent and confluence of the eruption—the lesions 
looking more like lichenification than lichen planus—and the bright red color. 


DISCUSSION 


Dr. WHITEHOUSE inquired whether any of the members had noted the asso- 
ciation of gallbladder disease—gallstones, obstruction of the common duct, etc. 
—with lichen planus. He had had two distinct cases in women with acute 
generalized lichen planus. Both patients were operated on, and in a week or 
ten days the eruption had entirely disappeared. Whether or not there was 
any connection between the two, he did not know. This woman had had a 
gallbladder operation two or three years previously, but said she did not have 
an attack of lichen planus at that time. It would be interesting to know 
whether she has any trouble of that kind now. 

Dr. WINFIELD said the woman had been a private patient of his since 
April. When he first saw her, she had one of the most severe cases of lichen 
planus he had ever seen. The skin was acutely inflamed, probably due to 
a strong sulphur ointment that had been prescribed by a physician who had 
mistaken the eruption for scabies. Under proper treatment the condition had 
rapidly improved. According to the history, the patient had had some sort 
of operation about the gallbladder, but she still complained of occasional 
attacks of pain in that region that simulated bilious colic. Dr. Winfield said 
he could bear out Dr. Whitehouse’s remarks on the association of gallbladder 
trouble and lichen planus. 

Dr. Stetson (by invitation) said that Dr. Whitehouse’s remarks about the 
gallbladder and this trouble were very interesting. All knew the profound 
effect arsphenamin had on lichen. At the Skin and Cancer Hospital it was 
found that many of these cases were markedly influenced by arsphenamin; not 
all patients were improved, but the majority of them were. 

Dr. HiGHMAN said he did not understand Dr. Stetson’s statement, for it 
was in conflict with other reports, and so far as he knew in lichen planus ars- 
phenamin did no good. Furthermore, there was a large amount of literature 
at present indicating that arsphenamin produced a rash so closely resembling 
lichen planus clinically and histologically that it was difficult to differentiate 
the arsenical and classic forms. If there was any relation between lichen 
planus and the gallbiadder it might be due to diminished cholesterin metabolism, 
but not because of any affinity of arsphenamin for the liver. 

Dr. Howarp Fox thought that any observations which might tend to throw 
light on the etiology of lichen planus were of value, as really nothing was 
known of its etiology. He himself had never observed any relationship between 
this condition and disease of the gallbladder. He had seen lichen planus fol- 
low overwork and mental strain. 
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Dr. Becuet, referring to Dr. Howard Fox’s remark about mental strain as 
a causative factor, told of a man who had come to his office a few days pre- 
viously suffering from an extensive lichen planus which began in January. 
At that time, shortly after giving birth to a child, his wife developed acute 
tuberculosis ; his home life was broken up, and he and his children were living 
with his parents under disagreeable circumstances. There was also much 
financial worry. 


Dr. WittiaMs said he had obtained good results in lichen planus by giving 
mercuric chlorid wash externally and mercury internally. 


A CASE FOR DIAGNOSIS. Presented by Dr. BEcHeEr. 


F. P., 39 years of age, born in the United States, married, a metal grinder, 
said that the lesions presented had existed for nine months. They consisted 
of keratotic and pigmented areas, covering a large part of the arms and thighs. 
The keratosis minus the pigmentation was present on the flanks. The patches 
on the arms and legs were reticulated in appearance. There was marked hyper- 
pigmentation on the temples, but no keratosis. For ten years the man had 
been exposed to metal dust, which flew off during the grinding process, together 
with a large quantity of oil; his overalls were always saturated with oil. He 
knew of no other metal workers with similar, or other lesions of the skin. 
The case had recently been presented at the Manhattan Dermatological Society, 
but would not appear in the minutes of that society. Most of the members 
at that time considered the eruption an occupational dermatosis. 


DISCUSSION 


Dr. WHITEHOUSE said he could not give a definite opinion. The man had been 
a metal worker for six years, but had had the dermatosis for only six months. 
Stone cutters acquired a pigmentation from fragments of the chisels used, 
called siderosis; they were like gunpowder stains, of a bluish color, not at 
all like the condition exhibited in this case. 


Dr. HIGHMAN said he thought the lesions on the hands and forearms looked 
like pityriasis rubra pilaris; on the thighs, a reticular atrophy; on the face, 
a hyperpigmentation. Was this Devergie’s disease or pigmentation due to 
a sort of tattooing from absorption of pigment and its distribution through 


the blood stream? 


Dr. WiLtiAMs said the tarry constituent in the oil might account for the 
hyperkeratosis, the metal for the pigmentation, but how would one account 


for the atrophy? 


Dr. Wise said that Dr. Pollitzer had treated a metal worker with an iden- 
tical history and eruption, but no atrophy. 


A CASE FOR DIAGNOSIS. SARCOID?) 


Presented by Dr. Wise. 


(LUPUS ERYTHEMATOSUS? 


M. McK., aged 23, a colored man, single, born in the United States, a 
laborer, was referred by the medical department of the Vanderbilt Clinic on 
account of lesions on the cheeks and forearms which had been present for 
the last four months. The lesions on the left cheek were circinate, slightly 
infiltrated and had no papules in them. On the right malar region there was 
a bean sized lesion, slightly erythematous and scaling, raised about 0.5 mm. 


| 


SOCIETY TRANSACTIONS 389 


above the surrounding skin. Both elbows, showed scaly superficial lesions. 
The Wassermann reaction was negative. Examination for tinea was negative. 


DISCUSSION 


Dr. Becuet said he thought the condition was lupus erythematosus. 


TUBERCULOSIS VERRUCOSA CUTIS. Presented by Dr. Witiiams. 


J. F., aged 40, born in the United States, an ironworker, presented a rounded 
lesion on the center of the chin which he stated had been present for from 
three and one-half to four years. The lesion began as a small papule and 
gradually increased to its present size, with its slight encroachment on the 
vermilion border of the lower lip. The patient was being treated in a hospital 
for general tuberculosis. 


DISCUSSION 


Dr. WHITEHOUSE said he agreed with the diagnosis. 
Dr. HIGHMAN said he thought the condition was lupus due to inoculation 5 
from saliva. 

Dr. WittrAMs said he thought the condition was due to inoculation from 
sputum. 


TUBERCULOSIS CUTIS (?). Presented by Dr. WittiaMs. 


S. A., aged 30, a Danish machinist, presented a lesion which he stated had 
been present since birth. It was located just below the crotch on the inner 
aspect of the left thigh. It was raised, indurated, purplish red, and measured 
1 (2.54 cm.) by 2% inches (6.35 cm.). Small crusts were present, covering 
what appeared to be multiple abscesses. The lesion was gradually increasing 
in size and was migratory, leaving scar formation in its wake. The Wasser- 


mann test was negative. 


DISCUSSION 


Dr. Howarp Fox said he agreed with the diagnosis. 
Dr. HicgHMAN said he thought possibly it was a self-inflicted lesion. 
Dr. WHITEHOUSE said he thought it was possibly a scrofuloderma, as there 
seemed to be no evidence of a sinus leading deeper into the tissues. 

Dr. Wise said he thought that an irritated linear nevus would account for 


the whole story. 
Dr. WitttAMs said he thought Dr. Wise’s suggestion the best—a nevus 
verrucosus with possibly superimposed tuberculosis. 


LEPRA. Presented by Dr. Howarp Fox. 


J. W., 23 years of age, a mulatto, born in Turk’s Island, West Indies, had 
emigrated to the United States three years previously. He presented a cir- 
cumscribed patch on the right side of the forehead, which was yellowish red, 
smooth, infiltrated and moderately anesthetic. It measured about 22 inches 
(6.35 cm.) in its longest dimension. There was a suggestion of wrinkling and 
pigmentation on the backs of the hands, and a questionable enlargement of 
the ulnar nerve. No one in his family had ever suffered from leprosy. He 
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had been married for six months, his wife being said to show no evidence 
of the disease. A nasal smear failed to show lepra bacilli. A biopsy had been 
made which would be reported on subsequently. 


DISCUSSION 


Dr. WHITEHOUSE said he thought the lesions on the forehead looked like 
lepra. 


Drs. WiLtiAMs and KinGssury said they thought the case was suggestive 
of lepra. 


TROPHIC CHANGE IN THE HANDS. Presented by Dr. Witrams. 


E. M., an Irish longshoreman, aged 60, presented himself at the clinic of 
the New York Skin and Cancer Hospital stating that ten years previously 
both hands and feet had been frozen. Recovery apparently was perfect, and 
for six years the patient remained in this condition. Four years previous to 
presentation the right hand began to swell and turned a purplish red during 
the winter or cold weather. Some improvement took place under local treat- 
ment, but the condition gradually returned and became worse. Two years 
previously the left hand and both feet became affected in a similar way. The 
condition had been growing markedly worse on the hands. The eczema present 
on all extremities had developed within the last three weeks and was identical. 
The Wassermann reaction was negative. 

When presented, both hands were markedly deformed, the heads of the 
phalanges having slipped from the heads of the metatarsals, resting rather 
on the flexor surface of the ends of these bones. The small muscles of the 
hands were atrophied. The skin was cyanotic, rather cold. Roentgenograms 
showed no involvement of the bony structure. The condition seemed to be 
due to a trophic destruction caused by some disease of the central nervous 
system. 


TRICHOPHYTID? 


Presented by Dr. Wise for Dr. Forpyce. 


J. P., a negro boy, 9 years of age, was presented with a condition which 
might possibly be trichophytid. He was given roentgen-ray treatment for 
ringworm of the scalp, and later returned with a follicular rash which spread 
down to the waist. Examination failed to reveal any fungi, and no biopsy 
had been made. 


Book Review 


AN INTRODUCTION TO DERMATOLOGY. By Norman Wacker, LL.D., 
M.D., F.R.C.P., Physician for Diseases of the Skin at the Royal Infirmary, 
Edinburgh. Seventh edition. Cloth. Price, $7. Pp. 366, with 164 illus- 
trations. New York: William Wood & Co., 1922. 


The seventh edition of Walker comes to us as evidence of the deserved 
popularity of this welf-known work. The subjects have been brought up to 
date and the book enlarged by the addition of a number of colored plates, nearly 
all of which are excellent. Since the publication of the first edition, Walker’s 
book has been recognized as one of the valuable treatises in dermatology. It 
is orthodox, but shows the characteristics of the strong personality of the 
author. It is a good book, and we congratulate the author on its continued 
success. 
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méd. 12:481 (June 10) 1922. 
Herpes Zoster, Epidemic, Alternating with Chickenpox. Netter, Bull. de 
l’Acad. de méd., Paris 87:535 (May 16) 1922. 
Hodgkin’s Disease in Which Endoscopy Led to Diagnosis. L. M. Hurd, New 
York M. J. & Med. Rec. 115:746 (June 21) 1922. 
Hyperhidrosis, Treatment of. M. Joseph, Deutsch. med. Wehnschr. 48:557 
(April 28) 1922. 
Hypertrichosis, General, with Dog-Like Face. P. Pagniez and L. de Gannes, 
Bull. et mém. Soc. méd. d. hop. de Paris 46:773 (May 12) 1922. 
Influenza, Recurrent Vesicular Eruption After. A. W. Panton, Brit. M. J. 
1:995 (June 24) 1922. 
Irradiation in Malignant Disease, Possibilities of. L. J. Clendinnen, Med. J. 
Australia 1:456 (April 29) 1922. 
Larynx, Stenosis of, Following Smallpox. A. Flores, Cron. méd., Lima 39:136 
(April) 1922. 
Leg Ulcers, Treatment of. L. Simon, Miinchen. med. Wehnschr. 69:589 
April 21) 1922. 
Leprosy, Chaulmoogra Oil Derivatives in the Treatment of. H. Morrow, E. L. 
Walker and H. E. Miller, J. A. M. A. 79:434 (Aug. 5) 1922. 
Leprosy, Gaté-Papacostas Reaction in. D. A. Turkhud and C. R. Avari, Indian 
J. M. Res. 9:850 (April) 1922. 
me in Sumatra. L. Bodaan, Med. v. d. Burg. Geneesk. Dienst, Batavia 
Leprosy. Is Rat Leprosy Transmissible to Man? FE. Marchoux, Bull. de 
l’Acad. de méd., Paris 87:545 (May 16) 1922. 
Leprosy, Modern Treatment of. H. Fowler, China M. J. 36:115 (March) 1922. 
Leprosy. Spread, Probable Mode of Infection, and Prophylaxis of Leprosy. 
L. Rogers, Brit. M. J. 1:987 (June 24) 1922. 
Lip, Cancer of, Treated by Radiation and Combined with Electrocoagulation 
and Surgical Procedures. G. E. Pfahler, J. Radiol. 3:213 (June) 1922. 
Lip, Squamous-Cell Epithelioma of: Its Surgical Indications. J. H. Shephard, 
Surg., Gynec. & Obst. 35:107 (July) 1922. 

Lips, Ulcers of, and of the Mouth Cavity. Ledderhose, Deutsch. med. Wehnschr. 
48:527 (April 21) 1922. 

Lupus, Are Light Treatment of. A. Fried, Med. Klin. 18:695 (May 28) 1922. 

Lymphangitis of Arm Cured by Antigonococcus Vaccine. Matarasso, Ann. d. 
mal. vénériennes 17:448 (June) 1922. 

Lymphogranulomatosis. V. Hecker and Fischer, Deutsch. med. Wchnschr. 48: 
520 (April 21) 1922. 

Lymphogranulomatosis, Case of. H. Barbier et al. Arch. de méd. d. enf. 25: 
338 (June) 1922. 

Malignant Disease, Possibilities of Irradiation in. L. J. Clendinnen, Med. J 
Australia 1:456 (April 29) 1922. 

Measles, Columbus Barracks. H. H. Rutherford, Mil. Surgeon 50:619 (June) 
1922. 

Measles, Prodromal Eruption in. F. J. Néthen, Jahrb. f. Kinderh. 98:211 
(May) 1922. 
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Measles, Purpura Fulminans Following. 
19:86 (April-June) 1922. 

Measles, Recent Research on. P. L. Marie, Presse méd. 30:456 (May 27) 1922. 

Melanoderma. Melancholia with Melanoderma of Exposed Parts. H. Damaye, 
Encéphale 17:293 (May) 1922. 

Mercury and Arsphenamin, Recovery Under; Encephalitis and Myelitis in Early 
Syphilis Under Arsphenamin. Werther, Deutsch. med. Wchnschr. 48:443 
(April 7) 1922. 

Mongolian Blue Spot. E. Apert, Arch. de méd. d. enf. 25:295 (May) 1922. 

Mouth Cavity, Ulcers of, and of the Lips. Ledderhose, Deutsch. med. Wchnschr. 
48:527 (April 21) 1922. 

Mycosis Fungoides and Noma. Rising and Schulte, Deutsch. med. Wehnschr. 
48:555 (April 28) 1922. 

Neoplasms, Malignant, Value of Radium in Treatment of. R. H. Jackson, 
Wisconsin M. J. 20:624 (May) 1922. 

Noma and Mycosis Fungoides. Riising and Schulte, Deutsch. med. Wehnschr. 
48:555 (April 28) 1922. 

Ochronosis; with Study of Additional Case. B. S. Oppenheimer and B. S. 
Kline, Arch. Int. Med. 29:732 (June) 1922. 

Paralysis, Facial, and Herpes Zoster. G. Worms and V. de Lavergne, Paris 
méd. 12:481 (June 10) 1922. 

Purpura Fulminans Following Measles. E. H. Kelly, Brit. J. Child. Dis. 
19:86 (April-June) 1922. 

Quartz Lamp Irradiation, Effect on the Susceptibility of the Skin to Pain. 
F. von Graer and W. von Jasinski, Klin. Wehnschr. 1:683 (April 1) 1922. 

Radium, Value of, in Treatment of Malignant Neoplasms. R. H. Jackson, Wis- 
consin M. J. 20:624 (May) 1922. 

Rheumatism, Acute, Associated with Erythema Nodosum. H. Wetherbee, Brit. 
M. J. 1:995 (June 24) 1922. 

Rhinopharyngitis Mutilans from Yaws. B. M. van Driel, Nederlandsch. Tijdschr. 
v. Geneesk. 1:1604 (April 22) 1922. 

Roentgen Ray in Dermatology. C. A. Simpson, Virginia M. Monthly 49:122 
(June) 1922. 

Scalp, Diagnosis of Diseases of. R. Blosser, Rhode Island M. J. 5:271 (July) 
1922. 

Scarlet Fever. Convalescent Human Serum in Treatment of Severe Cases of 
Scarlet Fever. B. Bernbaum, J. Mich. M. S. 21:249 (June) 1922. 

Scarlet Fever, Distribution of Leukocytes in. T. Mironesco and A. Codreano, 
Bull. et mém. Soc. méd. d. hop. de Paris 46:752 (May 5) 1922. 

Septicemia, Streptococcal, and Erysipeilas. A. Erian, Practitioner, London 
108:373 (May) 1922. 

Skin and Subcutaneous Tissues, Hyperalgesia of, as Factor in Diagnosis of 
Lesions of Abdominal Viscera. G. F. Thompson, Wisconsin M. J. 21:14 
(June) 1922. 

Skin Diseases, Indications from Analysis of Blood in. E. Pulay, Klin. Wehnschr. 
1:414 (Feb. 25) 1922. 

Skin. Effect of Quartz Lamp Irradiation on the Susceptibility of the Skin to 
Pain. F. von Gréer and W. von Jasinski, Klin. Wchnschr. 1:683 (April 1) 
1922. 

Skin of Children and Fetuses, Pigment in. M. Gonnella, Jahrb. f. Kinderh. 98: 
123 (May) 1922. 

Skin, Removal of Pigmentations of. G. Kromayer, Deutsch. med. Wehnschr. 
48:526 (April 21) 1922. 

Smallpox, Stenosis of Larynx Following. A. Flores, Cron. méd., Lima 39: 136 
(April) 1922. 

Smallpox, Transmission of, by Flies. H. Hunziker and H. Reese, Schweiz. med. 
Wehnschr. 52:469 (May 18) 1922. 

Spirochetes, Staining of, in Cover Glass Smears by Silver-Agar Method. A. S. 

Warthin and A. C. Starry, J. Infec. Dis. 30:592 (June) 1922. 


E. H. Kelly, Brit. J. Child. Dis, 
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Urticaria and Ascaridiasis. O. Pentagna, Pediatria, Naples 30:308 (April 1) 
1922. 

Varicella and Herpes. W. M. Elliott, Glasgow M. J. 97:274 (May) 1922. 

Varicella, Ultraviolet Rays in. A. Sack, Miinchen. med. Wechnschr. 69:591 
(April 21) 1922. 

Yaws in Malaya. A. Viswalingam, Indian M. Gaz. 57:172 (May) 1922. 

Yaws, Rhinopharyngitis Mutilans from. B. M. van Driel, Nederlandsch 
Tijdschr. v. Geneesk. 1:1604 (April 8) 1922. 


SYPHILOLOGY 


Aneurysms, Syphilitic, of Arch of Aorta. Decrop and Salle, Ann. d. mal. 
vénériennes 17:438 (June) 1922. 

Aorta, Syphilis of. C. W. McGavran and E. Scott, Ohio State M. J. 18:477 
(July) 1922. 

Aorta. Syphilitic Aneurysms of Arch of the Aorta. Decrop and Salle, Ann. d. 
mal. Vénériennes 17:438 (June) 1922. 

Arsphenamin and Mercury, Observations of Practitioner on. Kromayer, 
Deutsch. med. Wchnschr. 48:686 (May 26) 1922. 

Arsphenamin and Mercury, Recovery Under; Encephalitis and Myelitis in 
Early Syphilis Under Arsphenamin. Werther, Deutsch. med. Wcehnschr. 
48:443 (April 7) 1922. 

Arsphenamin, Hemolytic Properties of, and Fifteen Allied Compounds. G. P. 
Grabfield, J. Pharmacol. & Exper. Therap. 19:343 (June) 1922. 

Arsphenamin, Technic in Mixing and Administering Arsphenamin. J. J. Giesen, 
Virginia M. Monthly 49:206 (July) 1922. 

Ascites from Inherited Syphilis. M. Acufia and A. Casaubon, Arch. de méd. d. 
enf. 25:257 (May) 1922. 

Bladder. Another Case of Syphilis of the Bladder. A. Cosacesco, J. d’urol. 
13:365 (May) 1922. 

Bone Growth in Nose of Old Syphilitic. EE. Hopmann, Schweizer. med. 
Wehnschr. 52:504 (May 25) 1922. 

Bones. Recognition of Congenital Syphilitic Inflammation of Long Bones. 
H. M. Turnbull, Lancet 1:1239 (June 24) 1922. 

Calomel in Treatment of Inherited Syphilis. E. Miller, Med. Klin. 18:694 
(May 28) 1922. 

Chancre, “Invisible,” of the Vulva. G. Belgodere, Ann. d. mal. vénériennes 
17:442 (June) 1922. 

Chancres, Primary Soft, on Tongue. G. Martini, Riforma med. 38:490 (May 
22) 1922. 

Chancre, Soft, Treatment of. C. Bruck, Klin. Wchnschr. 1:689 (April 1) 1922. 

Cholesterin Content of Antigens; Bearing on Wassermann. Frank, Klin. 
Wehnschr. 1:419 (Feb. 25) 1922. 

Dermatitis During Treatment of Syphilis. J. Klaar, Wien. klin. Wehnschr. 
35:297 (March 30) 1922. 

Ear. Syphilis of Inner Ear and of the Eighth Nerve. G. W. Mackenzie, 
Virginia M. Monthly 49:120 (June) 1922. 

Encephalitis and Myelitis in Early Syphilis Under Arsphenamin; Recovery 
Under Mercury and Arsphenamin. Werther, Deutsch. med. Wchnschr. 48: 
443 (April 7) 1922. 

Hydrocephalus, Syphilitic, in Children. Cassel, Deutsch. med. Wechnschr. 48: 
655 (May 19) 1922. 

Ileus with Yellow Atrophy of Liver in Syphilitic. F. Breuer, Miinchen. med. 
Wehnschr. 69:666 (May 5) 1922. 

Infancy and Childhood, Syphilis in, Review of Literature of. P. J. White, Am. 
J. Dis. Child. 23:535 (June) 1922. 

Joint Lesion, Tertiary Syphilitic. P. Lechelle, Bull. et mém. Soc. méd. d. hép. 
de Paris 46:756 (May 12) 1922. 

Laryngeal Crisis, Severe, Neurosyphilis with: Tracheotomy. J. W. Leitch, 
Brit. M. J. 1:949 (June 17) 1922. 
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Liver. Ileus with Yellow Atrophy of Liver in Syphilitic. F. Breuer, Miinchen. 
med. Wchnschr. 69:666 (May 5) 1922. 

Lung, Syphilis of. A. Friedlander and R. J. Erickson, J. A. M. A. 79:291 (July 
29) 1922. 

Lungs, Syphilis of, Unrecognized for Fifteen Years. Winkler, Munchen. med. 
Wehnschr. 69:667 (May 5) 1922. 

Mental Defect and Venereal Disease. F. E. Brown, Pub. Health J. 13:222 
(May) 1922. 

Mercury and Arsphenamin, Observations of Practitioner on. Kromayer, Deutsch. 
med. Wehnschr. 48:686 (May 26) 1922. 

Mercury Not Only a Symptomatic Remedy, But One Affecting Favorably the 
Course of Syphilis. J. Heller, Klin. Wehnschr. 1:519 (March 11) 1922. 

Myelitis and Encephalitis in Early Syphilis Under Arsphenamin; Recovery 
Under Mercury and Arsphenamin. Werther, Deutsch. med. Wchnschr. 48: 
443 (April 7) 1922. 

Neo-Arsphenamin, a Filtering Adapter for the Administration of. J. F. Scham- 
berg, J. A. M. A. 79:216 (July 15) 1922. 

Neo-Arsphenamin. Prevention of Toxic Manifestations (Fever, Cutaneous 
Inflammation) After Injections of Neo-Arsphenamin by Concomitant Admin- 
istration of Calcium Bromid and Calcium Chlorid. D. Kennedy, Deutsch. 
med. Wchnschr. 48:586 (May 5) 1922. 

Neo-Arsphenamin, Staining Spirochetes with Aid of. Krantz, Miinchen. med. 
Wehnschr. 69:586 (April 21) 1922. 

Neo-Silver-Arsphenamin. K. Ullmann, Wien. klin. Wehnschr. 35:316 (April 
6) 1922. 

Neo-Silver-Arsphenamin, Clinical Experiences with. A. Stiihmer, Deutsch. med. 
Wehnschr. 48:584 (May 5) 1922. 

Neo-Silver-Arsphenamin in Treatment of Syphilis. Zeller, Miinchen. med. 
Wehnschr. 69:737 (May 19) 1922. 

Neo-Silver-Arsphenamin Sodium, Experiences with. Sternthal, Deutsch. med. 
Wehnschr. 48:457 (April 7) 1922. 

Neo-Silver-Salvarsan. F. Hanemann, Med. Klin. 18:627 (May 14) 1922. 

Nerve, Eighth, and Inner Ear, Syphilis of. G. W. Mackenzie, Virginia M. 
Monthly 49:120 (June) 1922. 

Nervous System, Central, Syphilis of. D. A. MacGregor, W. Virginia M. J. 
16:384 (April) 1922. . 

Neurosyphilis in Ex-Service Men. R. H. Prince, J. Nerv. & Ment. Dis. $5:485 
(June) 1922. 

Neurosyphilis, Preventive Treatment of. G. Pellacani, Riforma med. 38:491 
(May 22) 1922. 

Neurosyphilis, Spinal Fluid in. A. Terzani, Riv. crit. di clin. med. 23:97 
(March 25) 1922; concluded p. 109. 

Neurosyphilis with Severe Laryngeal Crisis: Tracheotomy. J. W. Leitch, Brit. 
M. J. 1:949 (June 17) 1922. 

Prurigo in Inherited Syphilis. M. A. Guerrero, Arch. latino-amer. de pediat. 
16:284 (April). 1922. 

Sachs-Georgi Versus Wassermann Reaction. D. E. Cohen, Nederlandsch 
Tijdschr. v. Geneesk. 1:1698 (April 29) 1922. 

Silver Arsphenamin, Old and New. Hiibner and Marr, Deutsch. med. Wchnschr. 
48:624 (May 5) 1922. 

Spirochaeta Pallida, Excretion of, Through Kidneys. A. S. Warthin, J. Infec. 
Dis. 30:569 (June) 1922. 

Spirochetes in Rabbits, Chemotherapeutic Differentiation of. W. Kolle and 
R. Ruppert, Med. Klin. 18:620 (May 14) 1922. 

Spirochetes, Staining, with Aid of Neo-Arsphenamin. Krantz, Miinchen. med. 
Wehnschr. 69:586 (April 21) 1922. 

Sulfoxylatsalvarsan in Treatment of Syphilis. F. Fabry, Med. Klin. 18:690 
(May 28) 1922. 


' Syphilis, Acute Malignant Degenerative. A. Pfeiffer, Deutsch. Arch. f. klin. 


Med. 139:245 (May 5) 1922. 
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Syphilis. Antenatal Treatment of Congenital Syphilis with Arsphenamin and 
Mercury. N. F. Rowstron, Brit. M. J. 2:318 (June 10) 1922. 

Syphilis, Dermatitis During Treatment of. J. Klaar, Wien. klin. Wcehnschr. 
35:266 (March 23) 1922; concluded p. 297. 

Syphilis, Early, Encephalitis and Myelitis in, Under Arsphenamin; Recovery 
Under Mercury and Arsphenamin. Werther, Deutsch. med. Wehnschr. 
48:443 (April 7) 1922. 

Syphilis, Extragenital, Three Cases of. E. Schardon, Miinchen. med. Wehnschr. 
69:748 (May 19) 1922. 

Syphilis, Failure of Preventive Treatment of. J. Golay, Ann. d. mal. 
vénériennes 17:401 (June) 1922. 

Syphilis, Formaldehyd Test in Serodiagnosis of. A. Bouttiau, Ann. d. mal. 
vénériennes 17:407 (June) 1922. 

Syphilis in General Practice. D’A. Power, Lancet 1:1035 (May 27) 1922. 

Syphilis in Infancy and Childhood, Review of Literature of. P. J. White, 
Am. J. Dis. Child. 23:535 (June) 1922. 

Syphilis in Wetnurses. K. Zieler, Deutsch. med. Wchnschr. 48:413 (March 31) 
1922. 

Syphilis, Inheritance of. J. Palacio and A. Moral, Semana méd. 1:624 (April 
20) 1922. 

Syphilis, Inherited, Ascites from. M. Acufia and A. Casaubon, Arch. de méd. 
d. enf. 25:257 (May) 1922. 

Syphilis, Inherited, Calomel in Treatment of. E. Miller, Med. Klin. 18:694 
(May 28) 1922. 

Syphilis, Inherited, Prurigo in. M. A. Guerrero, Arch. latino-amer. de pediat. 
16:284 (April) 1922. 

Syphilis, Inherited, with Separation of Epiphyses and Chondrocalculosis. 
M. Divella, Policlinico, Rome 29:143 (March 1) 1922. 

Syphilis, Intramuscular Treatment of. E. Jeanselme et al., Presse méd. 30: 
397 (May 10) 1922. 

Syphilis. Is Syphilis a Poison for the Reproductive Cells? A. Peiper, Med. 
Klin. 18:368 (March 19) 1922. 

Syphilis, Late Hereditary, and Lupus in Otorhinolaryngology, Diagnosis of. 
G. Portmann, New York M. J. & Med. Rec. 115:508 (May 3) 1922. 

Syphilis, Masked Treatment of. G. Sauphar, Médecine 3:542 (April) 1922. 

Syphilis, Meningeal, Treatment of. W. Gennerich, Therap. Halbmonatsh. 35: 
690 (Nov. 15) 1921. 

Syphilis, Mercurial Treatment of. J. Callico, Rev. espafi. de med. y cirug. 
5:126 (March) 1922. 

Syphilis. Mercury Not Only a Symptomatic Remedy, But One Affecting Favor- 
ably the Course of Syphilis. J. Heller, Klin. Wehnschr. 1:519 (March 11) 
1922. 

Syphilis, Modern Treatment of. E. Finger, Med. Klin. 18:361 (March 19) 1922. 

Syphilis, Neo-Silver-Arsphenamin in Treatment of. Zeller, Miinchen. med. 
Wehnschr. 69:737 (May 19) 1922. 

Syphilis, A New Turbidity Reaction for. E. Meinicke, Deutsch. med. Wchnschr. 
48:384 (March 24) 1922. 

Syphilis, Notes on Newer Pathology of. J. J. Mackenzie, Canad. M. A. J. 12: 
300 (May) 1922. 

Syphilis, Observations of Untreated Cases of. Spiethoff, Klin. Wchnschr. 1: 367 
(Feb. 18) 1922. 

Syphilis. Obstruction of Hepatic Portion of Inferior Vena Cava and of Hepatic 
Veins Due to Syphilis. T. Kimura, Sei-i-Kwai M. J. 41:1 (March) 1922. 

Syphilis, Ocular Manifestation of. E. F. Garraphan, Illinois M. J. 41:272 
(April) 1922. 

Syphilis of Aorta. C. W. McGavran and E. Scott, Ohio State M. J. 18:477 
(July) 1922. 

Syphilis of the Bladder. P. Ghiso and J. J. Puente, Semana méd. 1:426 (March 

16) 1922. 
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Syphilis of the Bladder, Another Case of. A. Cosacesco, J. d’urol. 13:365 
(May) 1922. 

Syphilis of Inner Ear and Eighth Nerve. G. W. Mackenzie, Virginia M. 
Monthly 49:120 (June) 1922. 

Syphilis of Intestine, Case of. G. O. Scott and G. H. J. Pearson, Am. J. Syphilis 
6:269 (April) 1922. 

Syphilis of the Lung. A. Friedlander and R. J. Erickson, J. A. M. A. 79:29] 
(July 29) 1922. 

Syphilis of Nervous System. S. I. Schwab, South. M. J. 15:254 (April) 1922. 

Syphilis of the Spleen. A. Furno, Policlinico, Rome 29:123 (March 1) 1922. 

Syphilis of Stomach. J. W. McNee, Quart.:J. Med., April, 1922, p. 215. 

Syphilis, Ophthalmologist’s Relation to. S. R. Gifford, Nebraska M. J. 7:167 
(May) 1922. 

Syphilis. Physiognomic Signs of Congenital Syphilis in the Second and Third 
Generation. P. Kranz, Zentralbl. f. inn. med. 42:977 (Dec. 24) 1921. 
Syphilis, Practical Observations on. H. H. Hazen, Am. J. Syphilis 6:204 

(April) 1922. 

Syphilis, Precipitation Reactions in. A. Sordelli and C. E. Pico, Rev. Asoc. 
méd. argent. 34:1651 (Dec.) 1921. 

Syphilis, Present Treatment of, with Especial Reference to Efficacy of Modern 
Methods. W. M. Brunet, Kentucky M. J. 20:229 (April) 1922. 

Syphilis, Prevalence of, in China Expedition, 15th U. S. Infantry. R. E. Houke, 
Mil. Surgeon 50:251 (March) 1922. 

Syphilis, Primary, Absolute Diagnosis of. I. C. Sutton, Am. J. Syphilis 6:283 
(April) 1922. 

Syphilis Problems. Fabry and Wolff, Med. Klin. 18:106 (Jan. 22) 1922. 

Syphilis, Prophylaxis and Cure of. L. Queyrat, Paris méd. 12:177 (March 4) 
1922. 

Syphilis. Relation Between Syphilis and Cancer of Respiratory and Digestive 
Tracts. Lambert, Arch. méd. belge 74:1132 (Dec.) 1921. 

Syphilis. Reliability of Gate and Papacostas’ Formol-Gel Test for Syphilis as 
Compared with Wassermann Reaction. S. Ramakrishnan, Indian J. M. 
Res. 9:620 (Jan.) 1922. 

Syphilis. Second Neurorelapse Following Combined Treatment of So-Called 
Seronegative Primary Syphilis. F. Krémeke, Mtinchen. med. Wehnschr. 
69:668 (May 5) 1922. 

Syphilis, Soft Soap as Adjuvant in. Hiibner, Deutsch. med. Wchnschr. 48: 157 
(Feb. 2) 1922. 

Syphilis, Some Problems in. R. V. Hoffman, Indiana State M. A. J. 15:152 
(May) 1922. 

Syphilis Spirochetes, Stain for. J. J. Puente, Rev. Asoc. méd. arg. 34:1134 
(Nov.) 1921. 

Syphilis, Standard of Cure in. A. R. Fraser, South African Med. Rec. 20:102 
(March 25) 1922. 

Syphilis, Sulfoxylatsalvarsan in Treatment of. F. Fabry, Med. Klin. 18:690 
(May 28) 1922. 

Syphilis, Tabes Dorsalis Plus Tertiary Syphilis. B. Barker Beeson, J. A. M. A. 
78:1537 (May 20) 1922. 

Syphilis, Temporary Natural Resistance to. R. Brandt, Wien. klin. Wchnschr. 
35:223 (March 9) 1922. 

Syphilis, Transmission of, by a Bite. G. Martini, Riforma med. 38:467 (May 
15) 1922. 

Syphilis, Treatment of. L. Brocq, Presse méd. 30:421 (May 17) 1922. 

Syphilis, Two Fundamental Forms of. F. X. Dercum, New York M. J. & Med. 
Rec. 115:504 (May 3) 1922. 

Syphilis, Urologist’s Views on. C. H. Chetwood, New York M. J. & Med. Rec. 
115:501 (May 3) 1922. 

Syphilis, Value of Neurological Examination in. R. Hoyt, Am. J. Syphilis 
6:273 (April) 1922. 
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Syphilis. When Does Parenchymatous Syphilis Develop? J. Calicd, Rev. espaii. 
de méd. y cirug. 4:683 (Dec.) 1921. 

Syphilitic Aortitis and Endocarditis. J. C. Lindsay, Canad. M. A. J. 12:335 
(May) 1922. 

Syphilitic Diabetes. F. Rathery and Fernet, Bull. Soc. méd. d. hop., Paris 
46:661 (April 28) 1922. 

Syphilitic Diabetes Insipidus. J. Lhermitte, Ann. de méd. 11:89 (Feb.) 1922. 

Syphilitic Disease of Heart. N. B. Koppang, Norsk Mag. f. Legevidensk. 83: 
65 (Feb.) 1922. 

Syphilitic Hydrocephalus in Children. Cassel, Deutsch. med. Wehnschr. 48: 
655 (May 19) 1922. 

Syphilitic Infection, Body’s Natural Means of Defense Against; How Affected 
by Mercury. S. Bergel, Klin. Wchnschr. 1:204 (Jan. 28) 1922. 

Syphilitic Inflammation of Long Bones, Congenital Recognition of. H. M. 
Turnbull, Lancet 1:1239 (June 24) 1922. 

Syphilitic Parotitis in Adolescent. J. P. Garraghan, Semana méd. 1:172 (Feb. 
2) 1922. 

Syphilitic Serum, Formaldehyd Test of. M. Armangué and Gonzalez, Rev. 
espan. de méd. y cirug. 4:685 (Dec.) 1921. 

Syphilitic Serum Reactions. K. Taoka, Japan Med. World 2:126 (May 15) 1922. 

“Syphilitics’ Pater Noster,” 1540. R. Barthélemy, Ann. d. mal. vénériennes, 
Paris 17:298 (April) 1922. 

Syphilitics, Pityriasis in, and Herxheimer Reaction. Feit, Med. Klin. 18:209 
(Feb. 12) 1922. 

Syphilitics, Spermatozoa of. V. Widacowoch, Rev. Asoc. méd. argent. 34: 1564 
(Dec.) 1921. 
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